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EXECUTIVE  SUMMARY 


Coordinated  Mental  Health  Care  in 
Neighborhood  Health  Centers 

This  report  is  drawn  from  the  authors’  cumulative  clinical, 
administrative,  and  research  experience  in  both  Community  Mental 
Health  Centers  (CMHCs)  and  Neighborhood  Health  Centers  (NHCs) 
over  the  last  decade,  as  well  as  a review  of  the  relevant  literature.  From 
our  experience  we  feel  that  the  neighborhood-based  conjoint  health- 
mental  health  setting  of  the  NHC  is  an  excellent  context  for  the 
provision  of  mental  health  services,  i.e.,  problem  and  diagnostic 
evaluation;  crisis  intervention;  individual,  group,  and  family  psycho- 
therapies; aftercare  services  (including  psychoactive  medication)  for  the 
chronically  ill  in  the  community;  and  prevention/educational  outreach 
programs  about  mental  health  and  mental  illness.  We  have  been 
impressed  by  the  opportunities  that  such  a setting  provides  for  mental 
health  professionals  to  collaborate  with  primary  care  practitioners  in  the 
latter’s  roles  as  casefinders  and  treaters  of  patients  with  defined  mental 
disorder,  patients  with  combined  psychiatric  and  medical  problems,  and 
patients  reacting  to  either  external  or  illness-related  stresses. 

The  first  chapter  of  the  report  traces  the  history  of  public  mental 
health  and  health  services  in  the  United  States,  discusses  levels  of  care, 
and  presents  an  overview  of  the  current  functioning  of  NHC  mental 
health  programs.  The  second  chapter  outlines  five  hypothesized 
advantages  of  providing  primary  mental  health  services  as  part  of 
primary  health  care  in  the  NHC’s  organized  neighborhood  setting,  and 
the  third  reviews  theoretical,  clinical,  and  research  data  relevant  to  these 
hypotheses.  A summary  of  these  latter  two,  in  which  the  hypothesized 
advantages  and  related  findings  are  reviewed,  follows: 

1.  The  provision  of  mental  health  services  within  a neighborhood- 
based,  primary  health  setting  can  improve  their  accessibility  and 
acceptability  to  and  use  by  neighborhood  citizens. 

This  hypothesis  is  corroborated  by  quantitative  data  from  a 6-month 
study  at  the  Bunker  Hill  Health  Center  (BHHC)  of  the  Massachusetts 
General  Hospital,  in  which  mental  health  utilization  rates  were  five 
times  higher  than  NIMH  data  on  average  national  use.  This  higher  use 
occurred  across  sexes  and  for  all  age  groups  and  marital  statuses.  The 
services  disproportionately  reached  usually  underserved  populations, 
including  patients  from  the  lower  socioeconomic  classes,  children,  and 
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married  adults.  It  is  felt  that  this  increased  use  reflects  the  easy  access  to 
these  centers,  whose  neighborhood  location  decreases  geographic  and 
travel  barriers  to  care,  as  well  as  an  increased  acceptability  of  the  NHC  as 
a mental  health  service  setting  to  citizens.  Acceptability  is  encouraged  by 
the  frequent  use  of  indigenous  caregivers  who  understand  local  culture 
and  values  and  the  fact  that  the  mental  health  services  are  provided 
within  a trusted  health  institution  with  which  many  people  are  familiar 
and  comfortable  from  prior  use  of  its  health,  dental,  or  health-related 
social  services.  Mental  health  services  offered  in  a multiservice  setting  are 
also  less  stigmatized  as  the  patient  does  not  have  to  automatically  label 
himself  as  mentally  disordered  simply  by  walking  through  the  door. 
Patients  frequently  present  with  somatic  complaints  to  the  primary 
physician  and  then  “slide  over”  into  sp>ecialist  mental  health  care. 

2.  The  conjoint  health-mental  health  delivery  system  can  irhprove 

casefinding,  successful  referral,  coordination  of  care,  long-term 

followup,  and  preventive/educational  efforts  to  meet  general  and 

specific  population  needs. 

Primary  physicians  are  major  casefinders  and  treaters  of  patients  with 
mental  disorder.  It  is  estimated  that  54  percent  of  all  patients  with 
mental  disorders  are  seen  and  treated  exclusively  in  the  primary  care 
sector  without  referral  to  mental  health  specialists.  Working  side  by  side 
in  the  NHC,  the  primary  physician  can  form  a collaborative 
relationship  with  the  psychiatrist  or  other  mental  health  professionals 
and  build  up  the  necessary  trust  to  seek  consultation  about  mentally  dis- 
ordered patients  whom  the  primary  physician  decides  to  treat  alone.  In 
the  conjoint  setting,  the  primary  physician  can  also  easily  refer  to  a 
mental  health  specialist  patients  whom  he  cannot  best  handle.  The  latter 
is  supported  by  a study  of  19  Boston  NHCs  in  which  almost  half  of  all 
referrals  for  mental  health  care  came  from  the  medical  staff  of  the  health 
center. 

The  physical  proximity  and  the  ability  to  form  professional 
relationships  between  primary  care  physicians  and  mental  health 
specialists  also  facilitate  collaboration,  mutual  training,  and  communi- 
cation about  treatment  planning.  This  fosters  coordinated  rather  than 
fragmented  care  for  patients  with  combined  or  multiple  health  and 
mental  health  problems.  The  setting  is  also  an  excellent  one  for  long- 
term followup  care.  Patients  with  chronic  or  episodic  mental  disorders 
often  resist  continuing  in  mental  health  care  during  a period  of 
remission  of  symptoms,  but  they  will  continue  their  contacts  with  the 
NHC  for  their  own  or  their  family’s  health  or  health-related  social 
service  needs.  Trained  primary  health  care  personnel  can  be  alert  to  the 
early  signs  of  regression  and  reexacerbation  of  psychotic  illness  so  that 
treatment  to  prevent  the  full  flowering  of  psychosis  can  be  reinstituted 
and  hospitalization  avoided.  Some  subpopulations  with  special  mental 
health  needs,  i.e.  pregnant  mothers,  young  parents,  adolescents,  the 
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elderly,  usually  do  not  use  mental  health  services  but  do  use  health 
services.  Mental  health  professionals  can  collaborate  with  primary 
physicians  who  have  access  to  these  groups  to  tailor  clinical  and 
preventive/educational  programs  to  meet  their  needs. 

3.  The  provision  of  primary  health  and  mental  health  services  in  the 
same  location  can  improve  the  efficiency  of  the  total  primary  health 
care  delivery  system. 

Data  from  a 1-year  study  of  the  provision,  use,  and  costs  of  care 
provided  by  primary  physicians  and  mental  health  specialists  in  an 
NHC  found  that  15  percent  of  the  primary  care  patient  population  had  a 
diagnosed  mental  disorder.  Although  patients  with  a mental  disorder 
used  twice  as  many  primary  physician  visits  as  patients  without  a mental 
disorder,  a single  visit  to  a mental  health  specialist  decreased  almost  by 
half  the  visits  to  the  primary  physician.  Only  the  chronic  10  percent  of 
all  patients  with  mental  disorder  who  made  over  20  visits  per  year  to  a 
mental  health  specialist  had  as  many  health  visits  to  the  primary 
physician  as  the  average  patient  with  a mental  disorder  treated  by  the 
primary  physician  alone. 

In  comparing  NHC  data  to  NIMH  national  data,  it  was  found  that  in 
the  combined  health-mental  health  setting  a higher  percentage  of 
patients  with  diagnosed  mental  disorder  received  specialist  mental 
health  care,  a lower  percentage  received  their  mental  health  care 
exclusively  from  a primary  physician,  and  yet  the  primary  physicians 
continued  to  devote  substantial  time  to  the  treatment  of  mental  disorders 
with  the  backup  and  consultation  of  the  mental  health  specialists.  In 
addition,  the  conjoint  setting  had  consequences  on  the  level  of  health 
care  received  by  patients  with  mental  disorders.  Eighty-four  percent  of 
the  patients  with  a mental  disorder  were  seen  by  an  NHC  primary 
physician  during  the  year  studied;  this  included  the  33  percent  of  such 
patients  treated  by  the  primary  physician  alone  and  the  51  percent  seen 
by  both  the  primary  physician  and  the  mental  health  specialist. 

Cost  data  from  the  Bunker  Hill  Health  Center  showed  that  their 
average  per  visit  mental  health  cost,  which  covered  not  only  their  direct 
service  costs  but  also  indirect  service  costs  to  coordinate  care  and 
outreach  to  increase  accessibility  to  care,  was  approximately  the  same  as 
the  current  CHAMPUS  per  visit  payment  rate  for  a private  psychiatrist’s 
office  visit.  In  addition,  the  data  suggest  that  a capitation  health 
insurance  plan,  in  which  |500  was  allocated  to  the  NHC  annually  for 
each  patient  it  treated  for  a mental  disorder,  would  meet  all  direct  and 
indirect  outpatient  mental  health  service  costs,  including  the  total  costs 
for  the  multiple  outpatient  mental  health  services  needed  by  chronically 
ill  patients  living  in  the  community. 

4.  The  provision  of  mental  health  services  within  the  NHC  can 
increase  the  priority  of  and  concern  for  mental  health  problems 
among  community  citizens. 
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Health  rather  than  mental  health  has  a much  higher  priority  and  is  a 
less  stigmatized  issue  for  citizens  groups  to  discuss.  The  10,000-50,000 
person  NHC  service  area  is  smaller  than  the  CMHC’s  75,000-200,000 
catchment,  and  the  smaller  area’s  citizens  are  more  likely  to  have  some 
sense  of  cohesion  and  shared  destiny  which  allows  them  to  relate  to  the 
NHC  as  “theirs.”  It  has  been  our  experience  that  mental  health 
professionals  can  work  closely  with  citizens  groups  in  NHCs  to  plan  and 
promote  mental  health  programs,  including  aftercare  programs  for  the 
chronically  ill,  which  are  accepted  by  the  neighborhood. 

5.  The  conjoint  health-mental  health  setting  of  the  NHC  can  offer 
unique  opportunities  for  necessary  training  in  primary  health  and 
mental  health  care. 

The  NHC  offers  primary  practice  and  mental  health  trainees 
opportunities  for  both  frontline,  acute  ambulatory  care,  and  long-term 
care  of  chronic  illness  in  the  community.  Training  in  their  patients’ 
neighborhood  can  help  both  sets  of  providers  consider  the  impact  on 
clinical  care  of  socioenvironmental,  ethnic,  cultural,  and  public  health 
aspects  of  care  often  ignored  in  institution-bound  training.  The 
proximity  to  other  trainees  and  availability  of  collaborating  role  models 
can  help  both  primary  practice  and  mental  health  professional  trainees 
overcome  prior  negative  interprofessional  stereotypes  and  to  learn  to  use 
each  other’s  expertise  to  their  patients’  benefit. 

The  fourth  chapter  of  the  report  develops  10  issues  relevant  to  the 
NHC  delivery  system  and  suggests  alternatives  to  current  national 
mental  health  policy  concerning  these  issues,  as  briefly  outlined  below. 

1.  NHCs  are  proposed  as  a preferred  setting  for  the  delivery  of 
primary  mental  health  care  in  the  public  sphere.  The  conjoint  health- 
mental  health  setting  and  location  in  the  community  allow  it  to 
address  itself  to  the  medical,  psychological,  socioenvironmental,  and 
public  health  aspects  of  patient  care. 

2.  Closer  linkages  are  proposed  between  NHCs  and  CMHCs. 
Although  the  NHC  setting  is  excellent  for  providing  primary  mental 
health  services,  CMHCs  are  vital  sources  of  secondary  and  tertiary 
level  care  for  many  intensive  and  expensive  services  such  as  inpatient 
care,  rehabilitation,  etc.  Both  mental  health  and  health  legislation 
could  provide  incentives  and  requirements  for  closer  linkages  between 
NHCs  and  CMHCs. 

3.  New  sources  of  support  are  proposed  to  meet  critical  needs 
for  consultation,  collaboration,  inservice  training,  and  other  indirect 
services  which  foster  coordinated  rather  than  fra^ented  care.  Other 
indirect  services,  such  as  education,  prevention,  and  screening 
outreach  programs  to  increase  access  to  care,  training  of  health  and 
mental  health  professionals,  and  evaluation/research  efforts  to 
understand  these  delivery  systems  also  need  to  be  supported.  Although 
essential  to  a coordinated  care  system,  few  of  these  critical  indirect 
services  are  paid  for  by  current  reimbursement  schemes. 

4.  Methods  are  proposed  to  interlink  NHC  and  CMHC  citizen 
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groups  and  to  provide  citizen  and  professional  input  into  Health 
Services  Agencies  concerning  mental  health  needs  and  issues. 

5.  Additional  resources  are  proposed  to  stimulate  the  develop- 
ment of  facilities  in  NHCs  to  provide  long-term  aftercare  and  day 
treatment  for  the  chronically  ill  in  the  community. 

6.  Linkages  are  proposed  between  NHCs  and  Health  Mainte- 
nance Organizations  (HMOs),  multispecialty  private  group  practices, 
and  solo  private  physicians  to  collaborate  in  providing  coordinated 
care. 

7.  Support  is  proposed  for  greater  inservice  and  professional 
training  of  both  primary  physicians  and  mental  health  professionals 
in  NHCs  and  other  coordinated  primary  health  and  mental  health 
care  settingjs.  Part  of  residency  training  for  both  primary  physicians 
and  psychiatrists  could  occur  in  the  NHC  setting,  as  well  as 
subspecialty  training  for  selected  professionals  who  wish  to  develop 
the  clinician-executive  skills  necessary  to  effectively  lead  such  conjoint 
health  delivery  systems. 

8.  Evaluation  research  outcome  studies  of  the  NHC  system  of 
care  are  proposed  to  complement  existent  preliminary  studies  of 
service  provision  and  use. 

9.-10.  Alternative  funding  mechanisms  to  pay  for  the  direct  and 
indirect  services  provided  in  NHCs  prior  to  National  Health 
Insurance  and  as  part  of  National  Health  Insurance  plans  are 
proposed. 

The  report  concludes  with  three  recommendations.  These  are  that 
national  policy,  as  embodied  in  Federal  health  services  program 
legislation,  government  and  private  health  financing  programs,  and 
National  Health  Insurance  plans,  should  encourage  and  fiscally 
support : 

1.  Further  development  of  NHCs  and  other  relevant  population- 
based  settings  which  provide  mental  health  services  as  a coordinated 
part  of  primary  health  care. 

2.  Those  indirect  services  which  facilitate  coordination  rather  than 
fragmentation  of  primary  health  and  mental  health  care  and  outreach 
into  the  community  to  increase  citizen  accessibility  to  and  acceptance 
of  necessary  mental  health  services. 

3.  Needed  professional  training  in  and  critical  evaluation  research 
about  NHCs  and  other  conjoint  health-mental  health  primary  care 
settings. 
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Introduction 


Neighborhood  Health  Centers  (NHCs)  and  other  organized  primary 
health  care  delivery  systems  present  unique  opportunities  for  the 
delivery  of  outpatient  mental  health  services.  In  recent  years  such 
conjoint  health  and  mental  health  service  settings  have  flourished  in  the 
United  States,  and  today  around  850  NHCs  (called  Community  Health 
Centers  in  some  areas)  are  in  operation  across  the  country.  Unlike 
freestanding  mental  health  delivery  sites,  NHCs  offer  their  consumers  a 
“one  stop”  care  setting  for  a broad  spectrum  of  health  and  health-related 
social  needs.  Health  and  mental  health  professionals  coordinate  their 
services  in  order  to  provide  comprehensive,  nonfragmented,  and  relevant 
health  care  for  their  neighborhood.  We  see  this  mode  of  delivering 
mental  health  services  within  primary  health  care  settings  as  an 
important  step  forward  in  mental  health  care.  In  this  report  we  present 
our  findings  and  recommendations  about  this  model  for  consideration 
by  public  agencies  and  concerned  citizens  ia  their  deliberations  about 
the  future  of  the  Nation’s  mental  health  needs  and  services. 

Our  findings  were  derived  from  our  review  of  the  professional 
literature  as  well  as  our  own  extensive  experience  as  organizers,  clinical 
providers,  administrators,  and  evaluators  of  mental  health  programs  in 
both  NHCs  and  Community  Mental  Health  Centers  (CMHCs)  over  the 
last  decade.  We  have  become  enthusiastic  about  NHC  organized  pri- 
mary health  care  settings  and  the  advantages  we  feel  they  offer  over  free- 
standing mental  health  delivery  systems  in  providing  accessible,  accep- 
table, and  effective  primary  mental  health  care.  We  openly  acknowledge 
that  quantitative  investigation  of  the  NHC  delivery  system  is  still  at  a 
primitive  stage,  and  outcome  studies  (as  in  most  other  areas  of  mental 
health  delivery)  are  needed  to  definitively  compare  NHCs  to  other 
delivery  sites.  In  this  report  we  describe  the  existing  theoretical,  clinical, 
and  research  data  which  have  led  us  to  support  the  further  development 
and  greater  study  of  the  mental  health  delivery  role  of  NHCs  and  other 
primary  health  settings. 

This  report  is  divided  into  five  chapters.  The  “Background”  chapter 
traces  the  historical  precursors  of  mental  health  service  delivery  in 
primary  care  settings,  sets  the  conceptual  context  for  the  coordination  of 
primary  mental  health  care  with  more  specialized  levels  of  care,  and 
presents  an  overview  of  the  organization  and  functioning  of  NHCs  as 
providers  of  primary  mental  health  services.  The  second  chapter, 
“Hypothesized  Advantages  of  Providing  Primary  Mental  Health 
Services  in  Neighborhood  Health  Centers,”  details  the  suggested 
advantages  of  this  delivery  system  of  mental  health  care. 
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I'he  third  chapter,  “Quantitative  and  Experiential  Cxjrrobtjration  of 
Hypothesized  Advantages  of  the  Neighfxjrhood  Health  Center  Setting,” 
focuses  in  depth  on  the  available  data  which  speak  to  the  hypothesized 
advantages  of  coordinating  primary  health  and  mental  health  care.  It 
first  reviews  tw'o  quantitative  studies  which  compare  the  advantages  of 
NHCs  to  other  delivery  settings  in  terms  of  the  accessibility  and  use  of 
mental  health  services,  the  effects  of  the  conjoint  health-mental  health 
setting  on  the  provision  of  mental  health  services,  and  the  costs  of 
mental  health  care.  Clinical  examples  are  next  presented  which 
illustrate  the  methods  and  beneficial  effects  of  coordinating  care 
follow'ed  by  an  outline  of  some  of  the  clinical,  preventive,  and 
educational  programs  used  to  meet  the  special  mental  health  needs  of 
specific  subpopulations  (e.g.,  children,  the  elderly,  the  chronically  ill, 
etc.).  The  final  two  parts  of  this  chapter  review  the  roles  of  the  citizen 
and  community  in  NHC  mental  health  programs  and  the  unique 
primary  care  training  opportunities  for  health  and  mental  health  pro- 
viders available  in  the  NHC  setting. 

The  “Policy  Issues  and  Alternatives”  chapter  examines  the  policy 
issues  raised  by  the  experience  to  date  of  providing  mental  health 
services  as  part  of  primary  health  care  in  NHCs.  In  it  we  discuss  10  of 
these  issues  and  delineate  from  them  alternatives  to  current  policy.  I'he 
brief  “Concluding  Recommendations”  chapter  highlights  three  action 
recommendations  derived  from  the  policy  alternatives  for  consideration 
by  planners  of  future  national  mental  health  policy. 
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Chapter  I 

Background 


Historical  Precursors 

In  1915  Adolph  Meyer  first  painted  the  vision  of  a neighborhood 
setting  for  the  coordinated  delivery  of  mental  health  with  health  and 
other  social  and  educational  services  which  is  described  at  length  in  this 
position  paper.  He  said; 

However  much  of  a dreamer  I may  be,  I pride  myself  on  having  seen 
a good  many  of  my  dreams  come  true.  Can  you  see  the  ward  or  district 
organization  with  a district  center  with  reasonably  accurate  records  of 
the  facts  needed  for  orderly  work?  Among  the  officers  a district  health 
officer,  a district  school  committee  and  a district  improvement  and 
recreation  committee,  a tangible  expression  of  what  the  district  stands 
for?  I long  to  get  the  means  and  the  privilege  of  trying  a few  mental 
hygiene  districts,  no  doubt  best  shaped,  as  things  are  now  subdivided, 
so  as  to  have  the  school  of  the  district  as  the  center  of  attention,  with  a 
specially  trained  physician  and  two  or  three  helpers  living  in  the 
district  without  any  trumpets  and  without  legislation;  as  far  as 
possible  inconspicuous,  but  charged  to  obtain  the  friendship  and 
cooperation  of  the  teachers,  the  district  workers  of  various  charity 
organizations  and  the  physicians  and  ministers  of  the  region.  They 
would  have  to  know  their  districts  as  a social  fabric  and  they  can  do  so 
if  their  districts  are  not  too  large;  they  must  become  helpers  of 
individuals  and  families  when  they  are  in  the  mood  to  listen.”*,  p.'®® 

Many  historical  currents  have  made  it  possible  for  us  now  to 
implement  Meyer’s  dream  of  local,  coordinated,  and  relevant  human 
service  delivery  through  the  NHC.  A brief  historical  summary  is 
presented  of  the  numerous  threads  which  must  be  traced  to  put  current 
neighborhood  delivery  systems  into  perspective  in  order  to  understand 
their  potential  and  avoid  past  pitfalls  in  the  future. ^ 

Public  Mental  Health  Services 

The  history  of  mental  health  service  delivery  in  America  began  in  the 
community  as  the  ill  were  cared  for  by  family  and  neighbors  in  colonial 
times.  Almshouses  and  the  local  jail  were  also  used  to  house  mentally  ill 
persons  who  could  not  be  handled  at  home.  The  first  hospitals  in  the 
colonies  and  the  new  Nation  were  community-based,  and  one  of  the  first 
general  hospitals,  the  Pennsylvania  Hospital,  opened  a psychiatric  wing 
under  the  directorship  of  Benjamin  Rush  in  1765.  This  was  one  of  a 
number  of  such  psychiatric  units  located  in  community  hospitals.  It  was 
not  until  the  early  19th  century  that  specialized  psychiatric  hospitals 
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evolved  and  began  lo  be  placed  outside  the  cities  and  populated  areas. 
These  early  psychiatric  hospitals,  in  what  is  usually  referred  to  as  the 
“Era  of  Moral  Treatment,”  were  small  active  treatment  units  which, 
though  not  in  the  cities,  maintained  active  family  and  community  ties 
and  reported  remarkable  recovery  rates  with  return  of  patients  to  their 
communities.  The  decline  of  Moral  Treatment  in  the  1870s  was  related 
to  social  rather  than  therapeutic  changes,  including  the  death  of  the 
early,  enlightened  hospital  superintendents,  the  waves  of  new  immi- 
grants and  concomittant  rise  of  social  Darwinism,  and  the  coupling  of 
neurologically  damaged  Civil  War  Veterans  with  the  growing  view  of 
scientific  medicine  that  mental  illness  was  incurable.  These  forces  led  to 
the  development  in  the  waning  years  of  the  last  century  of  large, 
overcrowded,  poorly  funded,  custodial,  and  inhumane  State  institutions 
geographically  remote  from  patients’  home  communities. 

The  advent  of  such  custodial  institutions  ushered  in  a dark  era  in 
American  psychiatry  which  lasted  until  the  reawakening  of  interest  in 
ambulatory  psychiatric  services  in  the  early  20th  century.  Led  by 
articulate  citizens  such  as  Clifford  Beers  (who  founded  the  “mental 
hygiene  movement”)  and  professionals  such  as  Meyer,  Government 
became  reinterested  in  the  delivery  of  services  in  the  community  and 
ptossible  prevention  of  mental  illness.  Psychopathic  or  acute  psychiatric 
receiving  hospitals  were  developed  in  urban  areas  and,  along  with  the 
Freudian  revolution,  made  ambulatory  care  a major  psychiatric  focus. 
Aftercare  and  outpatient  clinics  began  to  arise  in  the  1920s,  and  some 
local  “satellite  clinics”  were  developed  to  relate  to  the  centralized  acute 
hospitals.  Military  psychiatry  during  World  War  II  highlighted  major 
mental  health  training  and  manpower  needs  which  led  to  the  jx)stwar 
formation  of  NIMH. 

In  the  postwar  era  there  was  a recognition  that  most  of  the  mentally  ill 
were  poorly  served  in  our  country,  and  a Federal  “Joint  Commission  on 
Mental  Illness  and  Health”  was  formed  in  1955  to  recommend 
improvements  in  mental  health  care.  Among  its  many  important 
recommendations,  the  Commission’s  report,  “Action  for  Mental 
Health,”  recognized  the  need  for  local  mental  health  service  delivery  and 
pointed  the  way  to  community-based  care.^  This  development  was 
embodied  as  public  policy  in  the  Community  Mental  Health  Centers  Act 
of  1963  which  launched  the  community  mental  health  movement,  a 
“bold  new  approach”  based  on  a philosophy  of  accessibility,  continuity, 
and  comprehensiveness  of  services  delivered  to  catchment  areas  with 
populations  of  75,000  to  200,000  persons. 

Aside  from  funding  problems,  which  have  been  major  impediments  in 
the  1970s,  Community  Mental  Health  Centers  (CMHCs)  have  had  to 
deal  with  significant  conceptual  and  practical  problems.  Despite  recent 
(1975)  amendments  to  the  Community  Mental  Health  Centers  Act 
supporting  decentralized  services,  many  centers  have  been  large 
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centralized  facilities  which  have  not  really  been  perceived  as  a part  of  any 
of  the  several  smaller  communities  or  neighborhoods  which  they  serve. 
Their  federally  defined  catchment  areas  usually  do  not  correspond  to 
natural  population  groupings  and  are  excessively  large,  artificial  areas 
unrelated  to  the  sociocultural  and  political  matrices  of  America’s  urban 
neighborhoods,  many  of  which  remain  intact  and  retain  their 
gemeinshaft  or  face-to-face  character  and  cohesion."*  People  live  in  these 
neighborhoods  and  draw  their  identity,  sense  of  community  belonging, 
and  frequently,  many  psychological  supports  from  them;  they  do  not 
“live,”  in  any  sense  of  the  word,  in  catchment  areas.  This  split  between 
service  delivery  to  a large  catchment  area,  while  people  live  and  belong 
to  smaller,  more  cohesive  communities  and  neighborhoods,  has 
contributed  to  a situation  in  which  some  centralized  CMHCs  are  viewed 
as  alien,  distant  institutions  which  do  not  belong  to  the  community. 
Many  people  do  not  feel  comfortable  making  the  initial  contact  to  such 
institutions  for  mental  health  services.  In  addition,  freestanding  CMHCs 
which  offer  only  categorical  mental  health  services  may  stigmatize  their 
users  as  emotionally  ill  and  may  impede  the  coordination  of  mental 
health  with  other  needed  human  services.  These  inherent  problems  of 
CMHCs  have  often  been  barriers  to  service  use,  preventive  activities,  and 
optimal  interaction  with  natural  mental  health  support  systems  in  the 
community.  Clearly  a forward  step  in  service  delivery  from  the  custodial 
State  hospital,  the  freestanding  large,  centralized  CMHC  may  be  viewed 
as  a transitional  mode  in  the  movement  from  distant  hospital-based 
services  to  true  community-based  programs  for  basic  mental  health  care. 

Neighborhood  Health  Centers 

Today’s  Neighborhood  or  Community  Health  Center  has  historical 
roots  going  back  to  1900.^  Its  mental  health,  social  service,  and  commu- 
nity organization  and  development  functions  can  be  related  to  those  of 
the  settlement  or  neighborhood  house  of  yesteryear.  Stoeckle  and  Candib 
have  traced  the  NHC’s  health  roots  back  to  the  district  health  centers  of 
the  early  years  of  this  century.®  This  early  health  center  movement 
focused  on  four  ideas:  district  location,  community  participation, 
bureaucratic  organization,  and  preventive  health  (rather  than  clinical 
illness)  care.  Although  they  declined  in  the  1930s  due  to  inadequate 
funding  and  improved  availability  of  private  physicians,  these  early 
health  centers  had  demonstrated  their  effectiveness  in  a number  of  areas 
when  linked  to  the  supportive  social  service  network  provided  by  the 
local  neighborhood  center  or  settlement  house. 

There  was  a reawakening  of  interest  in  NHCs  for  both  preventive  and 
clinical  care  in  the  1960s,  related  to  new  Federal  funding  initiatives  and 
service  organization  of  maternal  and  infant  care  and  children  and  youth 
services.  The  Office  of  Economic  Opportunity  (OEO),  the  major  arm  of 
the  'War  on  Poverty,  provided  the  impetus  for  NHC  development  by 
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futKling  an  cight-cenier  dcmonsiralion  program  iii  ihe  mid-1960s  which 
grew  up  U)  7H  NHC-s  nationwide  Irelore  being  translerred  to  the 
Department  ol  Health,  Lducation,  and  Wellare.  I he  OEO  concept  of  a 
one-door,  one-stop,  family-oriented,  neighborhood-based  comprehen- 
sive health  care  facility,  with  citizen  participation  in  its  governance  and 
operation,  was  a far-reaching  conceptualization  of  neighborhood  level 
service  integration.  As  defined  in  the  OEO  Amendments,  a ‘‘CkMiiprehen- 
sive  Health  Services”  program  had  to  “aid  in  developing  and  carrying 
out  comprehensive  health  services  projects  focused  on  the  needs  of  urban 
and  rural  areas  having  high  concentrations  or  pro|X)rtions  ol  poverty 
and  marked  inadequacy  of  health  services  for  the  poor.”  Such  NHC 
programs  were  to  “be  designed  — (i)  to  make  possible,  with  maximum 
feasible  use  of  existing  agencies  and  resources,  the  provision  of 
comprehensive  health  services,  such  as  preventive  medical,  diagnostic, 
treatment,  rehabilitation,  mental  health,  dental,  and  followup  services.” 
The  law  required  that  services  “made  readily  accessible  to  low-income 
residents  of  such  areas  be  furnished  in  a manner  most  responsive  to 
their  needs  and  with  their  participation.”  Further,  these  services  were  to 
be  combined  with  arrangements  for  employment,  education,  and  social 
services  and  were  to  be  available  to  all  residents  of  the  area.’ 

As  one  can  see,  CMHCs  and  NHCs  were  founded  and  developed  in  a 
parallel  fashion  over  the  same  general  period  of  time  in  the  1960s. 
However,  despite  provisions  for  mental  health  services  as  an  integral 
part  of  the  NHCs  of  the  OEO,  these  were,  with  few  exceptions,  poorly  or 
minimally  developed.  Further,  despite  the  intent  of  C>MHCs  to  relate  to 
other  community  caregivers,  few  linked  up  with  NHCs  in  their 
catchment  areas  in  the  1960s.  Both  care  systems  have  grown  considerably 
in  the  last  decade;  there  are  now  850  health  centers  in  the  country,  while 
approximately  700  CMHCs  are  in  operation  nationwide.  In  the  mid- 
1970s  the  two  care  systems  began  to  develop  linkages  in  some  areas  of  the 
country,  and  the  1975  CMHC  Act  (Public  Law  92-63)  formally 
encourages  such  intersystem  collaboration.**’  In  subsequent  sections  w'e 
describe  some  models  and  examples  of  collaboration  between  CMHCs 
and  NHCs  in  providing  for  a neighborhood’s  mental  health  needs. 

Primary  Care  and  Psychiatry’s  Return  to  Medicine 

An  additional  impetus  to  the  coordinated  delivery  of  health  and 
mental  health  care  has  been  the  recent  emphasis  on  primary  care 
throughout  the  health  field.  This  emphasis,  traced  by  Richmond  in  his 
book  Currents  In  American  Medicine, has  become  national  policy 
embodied  in  recent  health  manpower  legislation  designed  to  provide  the 
Nation  with  a larger  number  of  primary  physicians  trained  in  family 
practice,  general  internal  medicine,  and  pediatrics.  It  encourages 
training  for  “frontline”  primary  care  practice  rather  than  for  highly 
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specialized,  inhospital  care  by  the  Nation’s  medical  schools  and  teaching 
hospitals. 

In  the  training  and  practice  of  these  new  primary  care  physicians, 
psychiatry  and  mental  health  will  and  should  play  a major  and 
important  role.  The  primary  physician  is  an  important  professional  for 
casefinding  and  management  of  patients  with  mental  illness."  '*  The 
National  Institute  of  Mental  Health  estimated  that  54  percent  of  all 
patients  with  a diagnosable  mental  disorder  are  treated  solely  by  their 
general  health  practitioners,*^  and  various  surveys  have  estimated  that 
generalists  spend  between  30  percent  and  70  percent  of  their  time  dealing 
with  complaints  which  are  emotional  in  nature  and  may  be  related  to  or 
independent  of  the  patient’s  physical  condition.  The  curricula  for 
primary  practice  residency  programs,  as  set  by  their  various  certifying 
boards,  should  contain  a significant  proportion  of  relevant  training  in 
psychiatry  aimed  at  increasing  the  primary  physician’s  mental  health 
treatment  repertoire  beyond  the  current  overreliance  on  minor 
tranquilizers.  Practicing  primary  physicians  also  have  substantial  need 
for  psychiatric  consultation  and  collaboration  in  their  treatment  of 
emotionally  disturbed  patients,  as  well  as  reliable  mental  health 
resources  to  whom  to  refer  patients  whose  emotional  problems  they 
cannot  handle.  Federal  legislation  has  encouraged  the  development  of 
organized  local  systems  of  primary  health  care  in  the  1970s,  such  as 
NHCs,  health  maintenance  organizations  (HMOs),  and  multispecialty 
private  group  practices,  which  can  offer  the  opportunity  for  the  primary 
physician  and  the  psychiatric  specialist  to  coordinate  health  and  mental 
health  care. 

This  need  for  coordinated  primary  care  comes  at  a time  when  major 
forces  in  psychiatry  are  moving  that  discipline  back  toward  its  medi- 
cal roots.  There  have  been  important  advances  in  biological  treatments 
of  the  emotionally  ill  and  many  successful  collaborations  between 
psychiatrists  and  other  medical  specialists  in  the  general  hospital  in 
understanding  patients’  emotional  reactions  to  physical  illness  and 
stress.  In  recent  years,  some  psychiatrists  have  begun  collaborative  efforts 
with  primary  physicians  to  provide  needed  mental  health  expertise  and 
service  in  primary  care.  We  will  describe  examples  and  effects  of  such 
coordinated  primary  care,  and  also  examples  and  effects  of  such 
coordinated  primary  care  in  the  NHC  setting. 


A Conceptual  Model  of  Levels  of  Coordinated  Mental 
Health  Care 

Modifying  Macht’s  earlier  schema,  it  is  helpful  to  conceptualize  a 
model  of  four  distinct  but  interrelated  levels  of  coordinated  mental 
health  care  (figure  1).‘® 
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Figure  1.  Four  levels  of  coordinated  mental  health  care 


Level  I 

Services:  Primary  Merilal  Health  Care  (acute  ambulatory,  '■(rontlinc."  iieighlxjtluxxl- 
related  direct  interventions,  indirect  services,  and  preventive  activities) 

Locus:  NHCi,  HMO,  CMUCi  satellite,  private  mental  health  practitioner,  primary 
physician 

Level  2 

Services:  Acute  Secondary  Mental  Health  Care  (prescreened,  short-term  inpatient  care, 
catchment-wide  direct  interventions,  indirect  services,  and  preventive  activities) 
Locus:  General  community  hospital,  CiMHC,  mental  hospital 


Level  3 

Services:  Extended  Secondary  Mental  Health  Care  (extended,  specialized  inpatient  and 
outpatient  care) 

Locus:  Teaching  Hospital,  mental  hospital,  CiMHC 


Level  4 

Services:  Tertiary  Mental  Health  Care  (long-term  rehabilitative  inpatient  care,  custodial, 
or  protective  inpatient  care) 

Locus:  Regional  chronic  care  facility,  rehabilitation  hospital 


In  this  model,  Level  1 consists  of  frontline,  ambulatory,  primary 
mental  health  care  (diagnostic  and  problem  evaluation,  crisis  interven- 
tion, individual,  group,  and  family  psychotherapies,  supportive 
counseling,  post-hospital  care,  and  psychoactive  medication)  at  the 
neighborhood  level.'’  Although  different  types  of  primary  mental  health 
care  providers  are  preferred  by  different  segments  of  the  population,  we 
believe  that  the  conjoint  NHC  delivery  system,  serving  10  to  50  thousand 
people  in  a natural  cohesive  community  and  linked  to  that  community’s 
formal  and  informal  care  networks  and  support  systems,  is  an  excellent 
organized  setting  for  primary  mental  health  care  provision.  Indirect  and 
preventive  services  from  this  base  can  be  provided  to  primary  health  care 
providers,  schools,  grassroots  organizations,  welfare,  police,  and  the 
like.  Many  aftercare,  day-treatment,  and  community  residential 
alternatives  to  hospitalization  provided  at  this  level  can  be  linked  to  the 
NHC.  A variety  of  general  health  providers,  mental  health  professionals, 
and  paraprofessionals  can  provide  these  services.  Collaboration  and 
coordination  of  services  are  seen  as  critical  staff  functions  between 
general  health  and  mental  health  providers  and  also  between  NHC 
providers  and  other  care  level  providers. 

Level  2 of  this  system  provides  more  specialized  acute  secondary 
mental  health  care,  especially  short-term  hospitalization  in  a general 
hospital,  CMHC,  or  mental  hospital.  Where  p>ossible,  we  favor  such 


services  in  community  general  hospitals.  Further,  some  outpatient 
therapy  services  can  be  provided  centrally  for  those  who  choose  not  to  be 
seen  in  their  own  neighborhood,  and  some  consultative,  educative,  and 
preventive  services  can  be  provided  by  the  second  level  facility  to  those 
community  agencies  which  function  across  neighborhoods.  Level  1 and 
Level  2 services  can  be  linked  together  by  staff  sharing  or  an  interface 
team'®  and  Level  2 services  can  be  organized  by  teams  to  focus  and  link 
with  the  several  smaller,  neighborhood-based  Level  1 providers  within 
its  catchment  area. 

Level  3 in  the  model  provides  extended  secondary  mental  health  care, 
such  as  long-term  specialized  inpatient  care  and  outpatient  therapies.  It 
also  can  be  the  proper  locus  of  catchment-wide  research,  evaluation,  and 
training  efforts,  although  all  of  these  should  be  carried  out  at  all  levels  of 
care.  In  Level  4,  tertiary  mental  health  care  such  as  long-term  custodial 
care,  can  be  provided  on  a regional  basis  for  those  patients  unable  to 
function  outside  of  an  institution,  and  expensive,  regionalized, 
rehabilitative  efforts  for  patients  with  a variety  of  chronic  illnesses  can 
be  provided  here. 

Using  this  conceptual  model  of  levels  of  care,  this  report  will  focus  on 
the  advantages  and  problems  of  Level  1 primary  health  and  mental 
health  care  delivered  in  NHCs. 


Organization  and  Current  Functioning  of  Neighborhood 
Heaith  Centers  as  Providers  of  Mentai  Heaith  Care 

Massachusetts,  with  65  active  centers  spread  throughout  the  Com- 
monwealth in  both  its  urban  and  rural  areas,  has  been  a focal  point  for 
the  development  of  NHCs.  The  Massachusetts  League  of  Community 
Health  Centers,  an  affiliate  of  the  National  League  of  Community 
Health  Centers,  is  the  consumer-provider  consortium  devoted  to 
improving  the  quality  and  availability  of  health  care  at  the  neighbor- 
hood level,  and  it  has  fostered  the  development  of  these  NHCs 
throughout  the  State.  To  gain  a better  understanding  of  the  organiza- 
tion, operation,  and  functioning  of  mental  health  services  within  the 
primary  health  care  delivery  system,  the  League  assigned  a task  force  of 
mental  health  providers  to  conduct  a questionnaire-and-structured 
interview  study  of  Boston’s  19  NHCs  which  had  mental  health  compo- 
nents. Basic  quantitative  datar  were  collected  on  patient  demography, 
services,  and  staffing.  Qualitative  information  was  obtained  on  the 
working  relationships  between  the  mental  health  and  health  compo- 
nents of  the  NHCs  and  between  the  CMHC  and  the  NHC  to  give  an 
aggregate  picture  of  the  functioning  of  this  system  of  primary  mental 
health  services.  Although  the  data  for  the  study  were  gathered  from  19 
NHCs  in  a single  metropolitan  area,  many  of  the  findings  are  applicable 
to  similar  centers  throughout  the  country.'' 
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Models 


I'he  study  showed  that  the  NHC  mental  health  programs  operated 
under  a variety  of  organizational  models  w'hich  influenced  the  service 
they  provided,  the  degree  and  type  of  health-mental  health  coordination 
achieved,  and  program  priorities.  Boston  is  divided  into  five  CMHC 
catchments,  and  many  of  the  NHCs  had  initiated  collaborative  alliances 
with  the  CMHCs  geographically  responsible  for  their  neighborhoods. 
The  NHCs  had  begun  to  coordinate  services  by  determining  which 
mental  health  needs  could  be  met  most  effectively  in  the  centralized 
C;MHC,  the  decentralized  CMHC  satellite,  or  the  decentralized  primary 
health  mental  health  NHC.  Based  upon  the  interaction  and  relation- 
ship between  the  NHC;  and  its  CMHC^  four  organizational  mcxlels  of 
neighborhood  mental  health  programs  were  derived. 

The  most  prevalent  of  these  models  was  termed  the  Joint  Endeavor 
Model  in  which  a mental  health  program  was  provided  at  the  NHC  site 
by  a combined  staff  of  NHC-hired  (often  indigenous  professional  and 
paraprofessional  therapists)  and  State,  city,  or  university-sponsored 
CMHC-hired  (most  often  doctoral  level  mental  health  professionals) 
caregivers.  Under  this  model,  the  mental  health  program  was  a joint 
endeavor  of  the  two  systems  with  linkages  to  both  the  NHC  health  care 
providers  and  the  backup  CMHC.  Having  the  dual  resources  of  the 
NHC  and  the  CMHC  to  w'ork  with  often  allowed  such  joint  endeavor 
programs  to  provide  full-time  mental  health  services  in  their  neighbor- 
hoods. A second  model,  ihe  Autonomous  Neighborhood  Health  Center 
Model,  describes  those,  programs  in  which  the  NHC  autonomously 
funded  and  operated  the  mental  health  program  wdthin  its  center.  Such 
centers  included  some  original  OEO-,  more  recent  DHEW-,  and  some 
city-funded  programs  which  had  significant  frontend  funding  to  fully 
support  full-time  mental  health  staffs.  Autonomous  programs  also  were 
run  by  a few'  NHCs  with  small,  part-time  mental  health  components; 
lacking  outside  funding  for  mental  health,  they  hired  psychiatrists  to 
provide  limited  sessions  each  w'eek  to  the  extent  that  such  services  w-ere 
reimbursable.  Although  fiscally  autonomous,  these  NHC  programs  de- 
veloped nonmonetary  liaison  relationships  wdth  their  local  CMHCs  for 
coordination  of  care. 

The  Community  Mental  Health  Center  Outpost  Model  describes 
those  programs  in  which  the  mental  health  component  in  the  NHC  was 
funded  and  operated  the  mental  health  program  within  its  center.  Such 
centers  included  some  original  OEO-,  more  recent  DHEW-,  and  some 
Model  an  NHC  did  not  have  its  own  discrete  mental  health  program  but 
met  its  patients’  mental  health  needs  through  an  active  consultative  and 
referral  relationship  with  a separately  housed  and  funded  CMHC 
satellite  serving  the  same  population.  Although  there  was  no  contribu- 
tion of  staff  from  either  the  NHC  or  the  CMHC;  to  the  other,  this  model 
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demanded  a significant  amount  of  interaction  between  the  two  centers  to 
communicate  information  relevant  to  consultation  and  referral  of 
mutually  served  patients. 

Staffing 

Staffing  patterns  were  found  to  vary  widely  among  the  NHC  mental 
health  programs.  Some  staff  worked  full-time,  some  part-time;  some 
featured  indigenous  paraprofessionals,  others  only  “full-credentialed” 
professionals,  most  a mixture  of  the  two;  some  had  trainees;  others  did 
not  allow  students.  The  staffing  patterns  were  related  not  only  to  the 
fiscal  constraints  described  above  but  also  to  the  goals  and  priorities  of 
the  program,  i.e.,  paraprofessionals  were  featured  in  programs  stressing 
outreach  in  the  strongly  ethnic  neighborhoods,  while  professionals  were 
featured  in  programs  which  oSered  more  traditional  incenter  mental 
health  services.  Dependence  on  part-time  staff,  who  only  came  to  the 
NHC  for  a limited  number  of  hours  each  week,  posed  problems  in 
scheduling  regular  interdisciplinary  meetings  to  build  working 
alliances  between  caregivers.  Those  centers  fiscally  fortunate  enough  to 
have  a full-time  mental  health  staff  person  interacting  with  full-time 
general  health  staff  had  the  opportunity,  and  usually  a greater  priority, 
for  coordinating  health  and  mental  health  services. 

The  time  contributions  to  the  NHC  programs  and  use  of  the 
manpower  of  the  different  mental  health  disciplines  varied.  Psychiatrists 
(28  percent)  and  social  workers  (25  percent)  together  provided  over  half 
of  the  total  mental  health  staff  hours,  while  paraprofessional  counselors 
(20  percent),  nurses  (9  percent),  psychiatric  resident  and  other 
professional  trainees  (9  percent),  and  psychologists  (9  percent)  provided 
the  remainder  of  the  mental  health  manpower.  Psychiatrists’  roles 
varied:  from  those  few  centers  in  which  psychiatrists  exclusively 
provided  direct  patient  care,  because  part-time  mental  health  programs 
were  dependent  on  reimbursement  for  direct  service,  to  those  full-time 
NHC  programs  in  which  psychiatrists  spent  a majority  of  their  efforts 
providing  indirect  services  (consultation,  collaboration,  liaison,  supervi- 
sion, teaching)  to  facilitate  and  monitor  the  work  of  a large  staff  of 
nonpsychiatrist  primary  therapists.  On  the  average,  nurses  (72  percent), 
professional  trainees  (70  percent),  paraprofessional  counselors  (66 
percent),  and  social  workers  (64  percent)  devoted  the  largest  proportion 
of  their  time  to  meeting  the  direct  service  load,  while  psychiatrists  (43 
percent)  and  psychologists  (55  percent)  spent  less  time  in  direct  service 
and  more  time  in  providing  the  above  indirect  services. 

Types  of  Services 

The  types  of  services  provided,  populations  served,  locus  of  services, 
and  referral  sources  for  mental  health  services  were  assessed.  Two-thirds 
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of  the  total  staff  time  was  devoted  to  providing  direct  services  to 
neighborhood  patients  and  their  families.  Of  this  direct-service  time, 
roughly  a quarter  was  spent  in  problem  and  diagnostic  evaluation; 
another  quarter  was  spent  in  linking  the  client,  after  evaluation,  into 
another  system  lor  general  health  services,  social  services,  welfare  or 
unemployment  services,  or  other  mental  health  services  outside  the 
\HC;  and  the  remaining  half  of  the  time  was  devoted  to  providing 
direct-treatment  services.  These  direct-treatment  services  were  primarily 
those  which  could  be  characterized  as  the  primary  mental  health  services 
of  crisis  intervention  and  time-limited  therapies,  long-term  suppcjrtive 
aftercare  to  the  chronically  ill  with  or  without  psychoaclive  medication, 
and  therapies  for  family  and  couple  problems.  Less  than  a quarter  of  the 
treatment  services  were  devoted  to  insight-oriented  psychotherapies  at 
the  NHC  site,  as  many  patients  requiring  such  mental  health  services 
could  be  referred  by  them  to  the  allied  CMHC  or  teaching  hospital. 

One-third  of  total  staff  time  was  devoted  to  indirect  services  primarily 
focused  on  consultation  and  coordination  of  mental  health  with  general 
health  care  in  the  NHC  and  coordinating  mental  health  care  with  the 
backup  CMHC.  Almost  two-thirds  of  this  indirect  service  time  went  to 
the  primary  physicians,  nurse  practitioners,  and  other  medical 
caregivers  in  the  NHC  in  the  form  of  consultation,  mental  health 
education,  treatment  coordination,  and  program  planning.  Sixteen 
percent  of  the  time  was  spent  on  inservice  training  and  supervision  of 
the  mental  health  staff,  13  percent  on  prevention  services,  and  the 
remaining  10  percent  on  coordination  with  the  CMHC  and  consultation 
to  other  neighborhood  caregivers. 

Populations  Served 

Although  rates  of  service  utilization  by  different  segments  of  the 
population  could  not  be  determined  from  this  city-wide  study  of 
Boston’s  NHCs,  utilization  rates  from  a study  at  one  Boston  NHC  are 
reported  later  in  this  paper.  An  examination  of  the  city-wide  study  did 
show  that  a high  percentage  of  visits  (almost  on°-half)  were  provided  to 
children  under  the  age  of  18,  a population  traditionally  underserved  by 
most  mental  health  delivery  systems.  This  large  proportion  of  services  to 
children  is  in  concert  with  the  high  rates  of  utilization  of  children’s 
psychiatric  services  delivered  by  NHCs  in  reported  studies  from  New 
Haven  and  Boston’s  Bunker  Hill  Health  Center.-** 

Locus  of  Service 

Another  unusual  aspect  of  the  mental  health  services  provided  by  the 
NHCs  was  the  locus  of  service.  Almost  a quarter  of  all  services  were 
provided  outside  of  the  NHC  in  other  neighborhood  settings,  primarily 
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in  patients’  homes.  Almost  all  NHC  programs  devoted  a significant 
proportion  of  their  efforts  to  outreach  programs  of  home-visit  patients 
who  would  not,  or  could  not,  have  come  initially  to  the  health  center  to 
receive  needed  services. 

Referral  Sources 

The  close  relationship  with  the  primary  health  caregivers  in  the 
NHCs  was  reflected  in  the  fact  that  almost  one-half  of  all  referrals  to  the 
mental  health  programs  were  made  by  the  NHCs’  general  health  staff. 
Multiple  studies  have  shown  the  primary  physician,  as  one  of  the  first 
professional  caregivers  consulted  for  emotional  problems,  is  an 
important  early  casefinder  of  mental  disorder.  The  single  location  and 
ongoing  working  relationships  between  the  NHC  primary  health  care 
staff  and  their  mental  health  colleagues  and  the  ease  and  success  of 
patient  referral,  when  it  can  be  done  without  delay  to  someone  working 
in  the  same  setting,  are  reflected  in  this  high  percentage  of  primary 
physician-related  referrals  to  mental  health  in  the  NHC. 

Prevention/Community  Education  Services 

Although  prevention  and  community  education  services  averaged 
only  5 percent  of  total  program  time,  there  was  great  variability  among 
programs  in  their  focus  on  these  areas.  Most  of  the  NHC  programs 
devoted  some  of  their  efforts  to  trying  to  decrease  the  anxiety  and 
depression-inducing  problems  associated  with  living  within  their 
working-class  and  low-income  urban  neighborhoods.  Such  preventive 
interventions  were  usually  aimed  at  high-risk  groups  (isolated  senior 
citizens,  recent  widows,  single-parent  families,  teenage  girls  during 
pregnancy,  etc.)  undergoing  common  but  stressful  life  transitions.  To 
identify  children  at  increased  risk  of  serious  school  maladjustment  due 
to  health  problems,  many  NHCs  screened  the  health,  mental  health,  and 
often  dental  status  of  all  neighborhood  youngsters  about  to  enter  the 
school  system.  Educational  efforts  were  undertaken  to  inform  consumers 
that  stress  was  ubiquitous,  that  distress  during  certain  life  situations  was 
frequent,  and  that  mental  health  services  were  available  and  confidential 
within  the  NHC. 

Mechanisms  to  Coordinate  Care 

The  NHCs  developed  a variety  of  mechanisms  for  coordinating  care. 
These  focused  on  internal  linkages  within  the  health  center  to 
coordinate  the  health  and  mental  health  services  provided  in  that 
setting,  and  external  linkages  with  the  CMHC  to  provide  continuity  of 
mental  health  care  for  various  stages  of  illness  severity. 

The  entire  process  of  coordinating  health  and  mental  health  services 
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in  the  NHC]  was  iacilitated  by  the  physical  proximity  of  the  health  and 
mental  health  providers.  As  caregivers  worked  together  daily,  their 
formal  and  ‘‘coffee  cup”  consultations  and  information  flow  about 
mutually  served  patients  helped  to  develop  relationships.  This 
proximity  also  provided  easy  accessibility  for  immediate,  completed 
referrals  by  simply  walking  the  patient  across  the  hall  and  introducing 
him  to  one’s  colleague.  Feedback  about  referrals  also  flows  easily  when 
the  referring  physician  is  nearby  and  can  continue  to  share  responsibili- 
ty for  the  patient’s  ongoing  care.  Most  NHCs  had  developed  a single 
record  system  for  health  and  mental  health  visits  so  that  both  sets  of 
caregivers  could  be  aware  of  the  total  treatment  plan  for  mutually  served 
patients.  In  addition  to  recording  essential  treatment  data  in  the 
commonly  circulated  health  record,  some  centers  kept  a more  detailed 
supplementary  mental  health  record  for  confidential  process  material 
which  the  general  medical  staff  could  obtain,  when  necessary,  through 
consultation  with  the  mental  health  providers. 

More  formal  mechanisms  were  also  used  to  facilitate  collaborative  and 
coordinated  care.  Some  NHCs  had  interdisciplinary  health  care  teams 
composed  of  health,  mental  health,  and  social  service  staff  who  met 
regularly  to  coordinate  treatment  planning  for  mutually  served  patients, 
facilitate  interdepartmental  referrals  within  the  center,  and  pool 
expertise  to  promote  multidimensional  treatment  plans  for  those 
patients  best  served  in  a single  department  of  the  NHC.^^  Other  centers 
designated  a specific  staff  person  as  each  patient’s  primary  caregiver  or 
ombudsman,  and  this  staff  person  was  expected  to  keep  all  involved 
caregivers  informed  about  the  patient’s  treatment  status.  Conjoint 
health  and  mental  health  staff  meetings,  planning  meetings,  case 
conferences,  and  training  sessions  were  also  used  in  many  centers  to 
promote  coordinated  care. 

The  NHCs  also  coordinated  their  care  with  other  neighborhood 
caregivers  who  were  serving  their  patients.  Although  some  centers 
provided  extensive  mental  health  consultation  to  and  collaboration  with 
a variety  of  neighborhood  caregivers,  the  majority  of  each  NHC’s 
external  efforts  were  focused  on  coordinating  its  primary  mental  health 
services  wdth  the  secondary  and  tertiary  level  care  available  from  its 
allied  CMHC.  On  the  whole,  the  NHC  and  CMHC  programs 
complemented  rather  than  competed  with  each  other  and  together 
provided  a broad  spectrum  of  mental  health  care.  The  care  spectrum  was 
usually  divided  so  that  the  NHC  provided  the  frontline,  ambulatory, 
primary  mental  health  services  (as  delineated  above)  thus  taking 
advantage  of  geographic,  cultural,  and  psychological  accessibility  to 
patients  and  the  association  with  general  health  services.  The  CMHC 
program  usually  provided  those  second  and  third  care  level  services 
which  were  best  centralized  because  of  their  less  frequent  use,  and  more 
specialized,  intensive,  and  expensive  nature.  Such  services  include: 
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inpatient  treatment,  specialized  diagnostic  procedures,  long-term, 
insight-oriented  psychotherapies,  addiction  services,  and  such  central- 
ized indirect  services  as  training,  research,  catchment-tvide  program 
planning,  and  evaluation.  In  general,  a quid  pro  quo  had  been 
negotiated  between  the  NHCs  and  the  CMHCs,  whereby  the  NHCs 
received  needed  access  to  expensive,  more  specialized  mental  health 
services  in  return  for  their  primary  mental  health  services,  which  helped 
the  CMHCs  meet  their  catchmented  responsibility  for  comprehensive 
mental  health  care. 

Linkages  between  the  NHC  and  CMHC  included  frequent  overlap  of 
personnel  working  at  both  sites  (Joint  Endeavor  and  Community 
Mental  Health  Outpost  models).  Involvement  in  both  delivery  systems 
promoted  intersite  communication  about  commonly  served  patients  and 
problem  areas.  Some  systems  designated  specific  interface  workers  to 
facilitate  needed  communication  about  patients  and  to  help  patients  to 
use  the  appropriate  type  and  level  of  care.  Some  networks  had 
intermittent  conjoint  NHC  and  CMHC  staff  and  training  conferences.  A 
few  had  eliminated  barriers  to  rapid  record  access  about  commonly 
served  patients  either  by  devising  a common  mental  health  record  system 
for  both  the  NHC  and  CMHC  or  by  making  courtesy  staff  appointments 
of  NHC  staff  to  the  CMHC  and  vice  versa. 

The  study  found  that  major  problems  facing  the  centers  are  related  to 
the  expense  of  the  indirect  services  which  coordinate  care  and  reach  out 
into  the  community  to  increase  citizen  accessibility  to  and  acceptance  of 
mental  health  services.  Under  existing  third  party  funding  mechanisms, 
which  poorly  reimburse  even  the  direct  mental  health  services  provided 
in  NHCs,  the  uniquely  helpful  consultative,  coordinating,  collabora- 
tive, and  public  health  efforts  of  NHC  care  providers  are  not 
reimbursable.  These  crucial  indirect  services  include: 

a.  Consultation  about  or  coordination  of  a patient’s  treatment, 

b.  The  second  provider’s  input  into  multiproblem  situations  where 
two  providers  collaborate  to  work  with  the  patient  at  the  same  time, 

c.  Essential  supportive  and  coordinating  maintenance  services  (i.e., 
helping  the  patient  get  through  the  bureaucratic  maze  to  find  needed 
housing,  subsistence,  financial  support,  employment,  etc.)  for 
deinstitutionalized  chronically  ill  patients, 

d.  Essential  day  treatment  services  for  the  chronic  patient  (very 
limited  reimbursement,  under  extremely  stringent  provider  guidelines 
which  most  NHCs  cannot  meet,  is  available  at  the  rate  of  a single 
outpatient  visit  even  though  day  treatment  occupies  three  to  four 
times  the  time  and  personnel  commitment), 

e.  Consultation  to  allied  neighborhood  caregivers  such  as  nursing 
homes,  schools,  courts,  and  community  education  services  (in  a few 
centers  these  activities  are  partially  supported  by  their  CMHC’s 
consultation  and  education  monies), 

f.  Evaluation  and  research  endeavors  to  understand  the  efficacy  of  the 
delivery  system  and  individual  service  programs. 
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g.  Training  of  health  and  menial  health  professionals  and  nei^^hbor- 
hood  indigenous  providers  in  the  unique  aspects  of  provision  of 
coordinated  health  services  at  the  neighborhood  level, 

h.  Inservice  training  of  primary  care  staff  about  emotional  disorders 
and  their  treatment,  and 

i.  Preventive  intervention  and  screening  programs  aimed  at  helping 
high  risk  subpopulations  within  the  neighborhood  avoid  the  onset  or 
recurrence  of  mental  illness. 

Since  the  NHCs  are  located  in  low-income  or  working-class 
neighborhoods  and  are  having  great  difficulty  supporting  themselves  on 
patient  fees  and  government  grants,  this  capacity  for  coordination  and 
outreach  is  often  left  only  partially  realized.  The  NHC  cannot  divert 
costly  resources  away  from  reimbursable  direct  service  to  valuable,  but 
nonreimbursed,  indirect  services.  Uncommunicative,  parallel  but 
separate  care  can  exist  even  when  health  and  mental  health  services  are 
provided  in  the  same  location  if  resources  for  educative,  collaborative, 
and  conjoint  planning  efforts  are  not  available.  Lastly,  any  setting 
which  promotes  the  joint  service  of  patients  can  also  promote 
inappropriate  shifting  or  “dumping”  of  difficult  patients  back  and  forth 
between  the  health  and  mental  health  caregivers  or  between  the  NHC 
mental  health  program  and  the  backup  CMHC,  unless  specific  efforts 
are  expended  to  avoid  these  possibilities.  Again,  resources  for 
coordinating  indirect  services  are  necessary  to  avoid  “dumping,” 
competitive  care,  and  costly  duplication  of  services. 
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Chapter  II 


Five  Hypothesized  Advantages  of  Providing 
Primary  Mental  Health  Services  in 
Neighborhood  Health  Centers 


The  qualitative  overview  of  NHC  functioning  suggests  five  advan- 
tages of  NHCs  as  the  providers  of  primary  mental  health  services.  These 
hypothesized  advantages  are  that  the  provision  of  mental  health  services 
within  the  NHC: 

1.  Improves  accessibility,  acceptability,  and  use  of  mental  health 
services; 

2.  Improves  early  casefinding,  referral,  coordination,  followup,  and 
preventive/educational  efforts  to  the  neighborhood  and  special-needs 
populations  within  it; 

3.  Improves  the  efficiency  of  the  total  primary  health  care  delivery 
system; 

4.  Improves  citizen  participation  in  and  concern  with  the  care  of  the 
mentally  ill; 

5.  Offers  a unique  training  setting  in  primary  health  and  mental 
health  care. 

The  Provision  of  Mental  Health  Services 
Within  a Neighborhood -Based  Primary  Health 
Setting  Can  Improve  Their  Accessibility  and 
Acceptability  to  and  Use  by  Neighborhood 
Citizens 

The  geographic  proximity  of  care  can  decrease  barriers  to  service  for 
children  and  elderly  citizens  who  might  have  difficulty  traveling 
distances  to  receive  needed  care.  The  NHC  facilitates  the  therapeutic 
outreach  capability  of  providers  to  serve  patients,  when  necessary,  in 
their  homes  or  other  nontraditional  settings.  The  use  of  indigenous 
professional  or  paraprofessional  personnel  as  culturally  or  ethnically 
similar  primary  therapists  increases  the  acceptability  of  care  for  patients 
who  feel  more  comfortable  with  a caregiver  who  understands  their 
distinctive  ethnic  value  system,  language,  customs,  and  common  life 
stresses. Although  both  the  geographic  accessibility  and  cultural 
acceptability  could  be  provided  by  a freestanding  CMHC  satellite,  the 
psychological  acceptability  of  mental  health  services  is  enhanced  by 
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iheii  provision  as  part  of  a trusted  health  care  institution.  When  such 
services  are  necessary,  many  patients  use  the  medical  and  social  services 
of  the  NHCi  prior  to  seeking  mental  health  services.  They  are  able  to 
transfer  their  trust  in  the  health  institution  to  its  mental  health 
providers.  Many  patients  initially  express  emotional  symptoms 
somatically  as  health  issues.  Once  inside  the  NHC  health  care  system, 
however,  they  may  agree  to  referral  by  their  primary  physician  to  his 
mental  health  colleague  for  ongoing  treatment.  A conjoint  health  and 
mental  health  care  setting  initially  allows  the  patient  to  avoid  defining 
his  problems  as  emotional  in  nature  or  due  to  mental  illness.  Such 
definition  often  inhibits  care  seeking,  but  it  is  unavoidable  if  the  only 
care  available  is  at  centers  providing  only  mental  health  services. “ 
Lastly,  the  visibility  of  seeking  mental  health  services  is  decreased,  as  is 
the  potential  for  stigma  or  community  labeling,  if  mental  health  services 
can  be  sought  in  a setting  which  offers  a variety  of  health  and  social 
services.  Increased  accessibility  and  acceptability  of  mental  health 
services  in  an  NHC,  although  not  measures  of  the  quality  or 
effectiveness  of  the  care  received,  do  influence  the  likelihood  that 
patients  may  seek  and  receive  care  for  emotional  problems  at  an  earlier 
stage  of  their  illness  rather  than  remain  untreated. 

The  Conjoint  Health-Mental  Health  Delivery 
System  Can  Improve  Case  Finding,  Successful 
Referral,  Coordination  of  Care,  Long-Term 
Followup,  and  Preventive/ Educational  Efforts 
to  Meet  General  and  Specific  Population  Needs 

The  primary  physician’s  role  as  an  important  early  casefinder  has  been 
mentioned  above,  as  have  been  the  ease  and  low  rate  of  loss  in  the  referral 
process  when  made  to  a trusted  professional  colleague  located  within  the 
same  setting."  '^  That  health  and  mental  health  service  provision  within 
the  same  location  can  facilitate  coordination  of  care  for  patients  with 
multiple  problems,  encourage  coordinated  treatment  planning,  and 
decrease  the  possibility  of  separate  caregivers  proposing  contradictory 
treatments  for  the  patient  has  also  been  discussed.'---  Many  centers  also 
have  a policy  that  patients  who  first  make  contact  with  the  NHC 
through  mental  health  outreach  or  preventive/education  efforts  must 
also  have  a current  assessment  of  their  physical  condition  as  part  of  their 
mental  health  care.  The  continued  relationship  of  the  patient  with  the 
health  center  for  his  ongoing  health  care  can  foster  the  long-term 
followup  of  patients  with  emotional  difficulties.  The  NHC  is  especially 
relevant  as  a mental  health  care  setting  for  specific  difficult-to-serve 
populations  (children,  adolescents,  elderly,  alcoholics,  chronically 
mentally  ill  and  deinstitutionalized  patients,  and  non-English  speaking 
populations)  who  often  use  it  for  its  health  and  social  services.  Lastly, 
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preventive/educational  efforts  are  usually  more  acceptable  and  less 
stigmatizing  when  provided  in  the  name  of  health  (e.g.,  preschool 
screening,  discussion  groups  for  isolated  widows)  rather  than  as  a 
mental  health  endeavor. 

The  Provision  of  Primary  Health  and  Mental 
Health  Services  in  the  Same  Location  Can 
Improve  the  Efficiency  of  the  Total  Primary 
Health  Care  Delivery  System 

Studies  in  other  conjoint  settings  (confirmed  by  an  NHC  study 
reported  below)  have  shown  decreased  use  of  general  health  services 
when  mental  health  services  are  provided  within  the  same  setting.^'’ 
Another  study  from  one  of  the  Boston  centers  has  demonstrated  the 
effectiveness  and  decreased  cost  of  treating  a chronic  schizophrenic  in  an 
NHC  as  compared  to  a teaching  hospital  or  a State  hospital  when  the 
cost  of  care  was  charted  over  a 10-year  period.^^  Lastly,  employment  of 
lower-salaried,  indigenous  personnel  who  are  often  acceptable  and 
appropriate  as  clinical  therapists  within  the  NHC  setting,  decreases  the 
need  for  employment  of  higher-salaried,  more  specialized  mental  health 
professionals. 

It  is  quite  likely,  however,  that  a health  and  mental  health  care 
delivery  system  that  increases  accessibility  to  care,  enhances  casefinding, 
and  encourages  costly  provider  collaboration  to  coordinate  treatment 
may  initially  increase  the  direct  cost  of  providing  mental  health  services 
above  that  of  inaccessible  systems  which  offer  fragmented  care.  In  the 
latter  case,  some  patients  with  mental  disorders  are  never  seen,  some 
necessary  services  are  never  received,  and  the  long-range  costs  of  medical 
and  psychiatric  disability  are  never  accounted  for.  As  new  mental  health 
patients,  who  would  be  unwilling  or  unable  to  go  to  freestanding 
psychiatric  facilities,  are  discovered  and  referred  for  treatment  by  the 
excellent  casefinding  of  the  NHC’s  primary  physicians  and  other  health 
care  staff,  the  attributable  mental  health  treatment  cost  will  also 
increase.  However,  if  it  is  possible  to  look  beyond  these  initial  direct 
costs,  one  can  hypothesize  that  coordinated,  early  intervention  will 
decrease  the  long-range  direct  and  indirect  costs  of  care  and  disability. 

The  Provision  of  Mental  Health  Services 
Within  the  NHC  Can  Increase  the  Priority  of 
and  Concern  For  Mental  Health  Problems 
Among  Community  Citizens 

Health  and  social  services  needs  have  a higher  priority  for  most 
citizens  than  mental  health  needs,  and  display  of  concern  about  the 
former  needs  and  services  is  generally  more  acceptable  and  less  suspect 
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than  concern  alxjui  menial  illness.  The  smaller,  sulxaidnnent 
(neighbcnhoocl)  size  (10,000-50,000)  ol  the  population  served  by  most 
NHCs  cjften  means  that  they  relate  to  citizens  who  are  more  likely  to 
have  some  sense  ol  common  destiny  and  cohesion  than  usually  exists  in 
the  large  federally  defined  CMHC  catchment  areas  of  75,000-200,000 
people.  This  smaller  neighborhood  size,  greater  potential  for  cohesion 
in  the  population  served,  and  the  pairing  of  mental  health  with  more 
important,  less  stigmatized  health  and  social  services  may  facilitate  an 
increased  involvement  of  citizens  in  the  \HCas  well  as  allow  the  NI1C> 
to  be  the  focal  point  for  the  coordination  of  a variety  cjf  community 
services. 

The  Conjoint  Health-Mental  Health  Setting  of 
the  NHC  Can  Offer  Unique  Opportunities  for 
Necessary  Training  in  Primary  Health  and 
Mental  Health  Care 

The  NHC  offers  excellent  training  opportunities  for  general  health 
professionals,  mental  health  professionals,  and  nonprofessional  care 
providers  in  their  own  specialized  areas  of  interest  and  in  health-mental 
health  collaboration.  All  of  these  caregivers  are  more  likely  to  experience 
the  realities  of  frontline  primary  care,  including  both  its  exciting  and 
mundane  aspects,  when  they  train  in  a neighborhood  setting  whose 
geographic  accessibility  attracts  patients  with  a variety  of  types  and 
severities  of  illness.  Fhe  neighborhood  location  can  also  facilitate 
consideration  of  environmental,  ethnic,  and  social  conditions  in 
treatment  planning,  since  the  care  itself  is  imbedded  in  that  social 
milieu,  and  the  opportunity  exists  for  a public  health  focus  on  both  the 
individual  patient’s  needs  and  the  effects  of  these  needs  on  the  health  of 
others  in  the  community.  In  addition,  the  conjoint  health-mental 
health,  professional-nonprofessional  setting  of  the  NHC  is  an  environ- 
ment in  which  health  and  mental  health  providers  can  learn  to  work 
together  to  treat  the  broad  range  of  emotional  problems  seen  in  primary 
care  practice.  Coordination  of  care  is  valued,  collauoraiing  role  models 
are  available,  and  proximity  fosters  interprofessional  relationships  to 
overcome  prior  interprofessional  stereotypes. 
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Chapter  III 


Quantitative  and  Experiential  Corroboration  of 
the  Hypothesized  Advantages  of  the  NHC 
Setting 

Quantitative  Studies  of  Service  Utilization  and  Costs 

Two  recent  quantitative  studies  which  add  corroboration  to  several  of 
the  hypothesized  advantages  of  NHC-delivered  mental  health  services 
have  been  reported  by  investigators  at  a Boston  NHC.  The  first  study 
examines  utilization  rates  as  one  index  of  the  accessibility  and 
acceptability  of  mental  health  services  delivered  in  this  setting  and 
compares  these  NHC  rates  to  national  data  for  outpatient  service  in 
other  settings. As  an  index  of  the  effects  of  the  conjoint  health  and 
mental  health  setting  on  the  efficiency  of  the  primary  health  care 
delivery,  the  second  study  examines  how  the  setting  affects  mental  health 
and  general  health  service  provision,  compares  the  costs  of  mental 
health  services  when  provided  by  the  primary  physician  and  the  mental 
health  specialist,  and  discusses  the  comparative  costs  of  this  and  other 
care  settings.^® 

Both  of  these  studies  were  undertaken  at  the  Bunker  Hill  Health 
Center  (BHHC)  of  the  Massachusetts  General  Hospital,  an  NHC  located 
in  Charlestown,  a Boston  neighborhood  dating  back  to  colonial  days. 
Charlestown  is  a relatively  small  and  isolated  community  (estimated 
population  in  1975:  16,837)  which  covers  a peninsular  area  of 
approximately  1 square  mile  surrounded  by  the  Boston  Harbor  and  by 
railroad  tracks  at  its  isthmus.  The  population  is  predominantly  white, 
Irish,  and  Catholic  with  blacks  and  Spanish-speaking  persons  constitut- 
ing only  0.5  percent  and  0.3  percent  of  the  population,  respectively.  The 
community  is  composed  largely  of  blue-collar  workers  but  also  contains 
enclaves  of  chronically  unemployed  persons  on  welfare  (many  of  whom 
live  in  New  England’s  second  largest  public  housing  project)  and  some 
white  collar  professionals.  The  neighborhood  is  the  third  most  stable 
community  in  Boston  with  63.6  percent  of  the  families  not  having 
moved  in  5 years.  In  summary,  Charlestown  is  a cohesive  and  stable 
Irish-Catholic  community  of  limited  wealth  but  with  an  unusual 
historical  heritage  and  real  sense  of  town  pride. 

The  BHHC  first  opened  in  1968  as  a physical  extension  in  the 
community  of  the  Massachusetts  General  Hospital  and  the  Harvard 
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Medical  School.  It  was  designed  to  deliver  an  integrated  range  of 
ambulatory  health  care  services  to  all  residents  of  the  neighborhood 
regardless  of  ability  to  pay.  In  contrast  to  most  NHCs,  BHHC’s 
community  mental  health  services  were  originally  designed,  and  have 
been  continuously  delivered,  as  an  integral  and  essential  component  of 
this  comprehensive  health  center  program.  The  mental  health  program 
has  also  been  linked  to  the  catchment  area’s  federally  funded  CMHC  (the 
Erich  Lindemann  Mental  Health  Center)  and  provides  all  ambulatory 
mental  health  services  for  the  Charlestown  subcatchment.  Other  key 
organizational  linkages  which  have  provided  either  fiscal  or  personnel 
resources  have  been  to  the  Federal  government  (Health,  Education,  and 
Welfare  Child  and  Youth  grant),  to  the  State  of  Massachusetts 
(Departments  of  Welfare,  Mental  Health,  and  Public  Health)  and  to  the 
city  of  Boston  (Health  and  Hospitals  and  School  Departments).  This 
private-public  integration,  under  the  management  of  the  private  sector, 
has  increased  the  community’s  access  to  programs  by  bringing  together  a 
wider  range  of  services  than  is  normally  available  in  a single  exclusively 
private  or  public  facility.  The  Center  has  registered  approximately  85 
percent  of  the  local  population,  and  in  1975  approximately  53,000 
patient  visits  were  made  to  the  health  center  including  about  11,000  to 
the  mental  health  unit. 

The  health  services,  which  have  a preventive,  family-centered,  and 
team  orientation,  include  medicine,  pediatrics,  mental  health,  dental, 
nutrition,  and  specialists.  The  full-time  equivalent  professional  staff 
totals  32,  of  which  14  are  assigned  to  the  mental  health  unit  and 
represent  the  disciplines  of  psychiatry,  psychology,  social  work,  nursing, 
speech  therapy,  and  occupational  therapy.  Health-mental  health  links 
occur  through  pediatric  representation  in  the  mental  health  child  intake 
team,  mental  health  participation  in  pediatric  and  medicine  unit 
meetings,  joint  Headstart  and  parochial  school  screening  with 
pediatrics,  case  consultation  to  pediatric  nurses,  a collaborative  obesity 
group  with  the  nutritionist,  and  common  medication  clinic  times  for 
the  medicine  and  mental  health  units.  Further,  case-related  communica- 
tion between  health  and  mental  health  providers  occurs  through  the 
medical  record,  multidisciplinary  professional  team  meetings,  “corridor 
consultation,’’  referral,  and  seminars. 

Data  for  both  studies  were  derived  from  the  Center’s  computerized 
management  information  system,  based  on  a prototype  by  Densen.^* 
Computerized  encounter  forms,  completed  by  the  provider  for  each  visit, 
are  linked  to  registration  forms  which  have  further  demographic, 
family,  and  payment  data.  The  data  system,  which  is  used  also  for 
accounting  purposes,  had  been  in  effect  for  6 years  at  the  time  of  these 
1975  studies.  Medical  diagnoses  are  coded  by  the  ICDA  system,  and  the 
DSM-II  categories  were  used  for  mental  disorder  diagnoses. 

Both  studies  must  be  considered  as  pilot  in  nature  in  that  they  measure 
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input  data  on  use,  provision,  and  costs  of  mental  health  services  rather 
than  outcome  data  on  the  appropriateness  or  effectiveness  of  these 
services.  Implications  drawn  are  tentative,  since  the  studies  compare 
BHHC  data  to  national  and  setting-specific  data.  These  data,  the  best 
available  for  comparison,  may  have  been  collected  differently  for 
different  purposes  from  somewhat  different  populations  in  different 
years.  The  findings,  based  exclusively  on  BHHC  data,  may  not  be 
generalized  for  all  NHC  settings  but  do  appear  to  corroborate  the 
clinical  trends  and  experiences  found  in  the  19-center  Boston  study 
reported  above. 

Utilization  Study 

This  study  examined  the  use  of  mental  health  services  at  the  BHHC 
over  the  6-month  period,  January  to  June  1975,  as  a first  step  in 
evaluating  the  direct  clinical  and  public  health  impact  of  an  NHC 
delivery  system.  About  5 percent  of  the  community’s  population  made 
use  of  outpatient  mental  health  services  at  the  BHHC  during  these  6 
months  at  a rate  which  is  approximately  five  times  as  high  as  that  of  the 
1-year  (1971)  national  outpatient  utilization  rate  and  almost  three  times 
as  high  as  the  estimated  1973  1-year  rate  for  outpatient  mental  health 
services  in  the  United  States. ss  Another  data  source  for  comparison  of 
use  of  mental  health  services  with  BHHC  data  is  the  psychiatric  case 
register  of  Monroe  County,  New  York,  which  revealed  a 1-year  rate 
slightly  over  4 percent  of  the  population  in  the  lowest  socioeconomic 
class  for  both  inpatient  and  outpatient  psychiatric  services. 

The  higher  BHHC  rate  for  use  of  mental  health  services  appears  to 
support  our  hypotheses  related  to  increased  accessibility  and  acceptabili- 
ty of  mental  health  services  delivered  in  an  NHC.  Service  use  is 
facilitated  by  the  ease  of  referral  to  mental  health  providers  by  primary 
care  physician  casefinders.  However,  such  factors  as  true  prevalence  rates 
of  mental  disorder  in  the  community,  service  delivery  patterns,  patient 
characteristics,  and  staffing  patterns  at  BHHC  (which  could  not  be 
compared  with  corresponding  factors  nationally)  may  also  contribute  to 
the  relatively  high  Charlestown  utilization  rate. 

The  BHHC  data  indicated  that  children  constituted  39.6  percent  (at  a 
rate  of  57.0  per  1000  population)  of  all  patients  using  mental  health 
services.  In  contrast,  for  the  latest  year  (1971)  in  which  NIMH  data  are 
available  by  patient  age,  children  under  18  years  represented  only  27.3 
percent  (7.6  per  1000)  of  all  outpatient  episodes  nationally. Compari- 
sons of  BHHC  utilization  data  on  adult  patients  according  to  marital 
status,  made  with  data  from  NIMH  Statistical  Notes  on  admissions  to 
outpatient  care  rather  than  patient  episodes,  also  showed  BHHC 
patients  using  mental  health  services  at  much  higher  rates.  BHHC  data 
showed  married  persons  using  services  at  a rate  of  42.8  per  1,000 
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Table  1.  Comparisons  of  utilization  rates  of  mental  health  services 
at  BHHC  and  nationwide^ 


Population  Served 

BHHCb 

NIMH  ^ 
National  Data 

Total  All  Ages  

48.7 

9.5 

Female  

54.6 

9.6 

Male  

42.4 

9.4 

Children  (0-17  years)  

57.0 

7.6 

Female  

44.0 

5.9 

Male  

69.1 

9.1 

Adults  (18+  years)  

44.5 

10.5 

Female  

59.8 

11.4 

Male  

27.2 

9.5 

3 Rates  in  patients  per  1,000  population.  1975  6-month  rates  reported  for 
BHHC;  1971  1-year  rates  reported  for  National  Data, 
b Source;  See  Reference  21. 
c Source:  See  Reference  32. 

population  with  rates  for  single,  widowed,  and  separated/divorced 
persons  at  46.4,  27.8,  and  76.3  per  1,000,  respectively.  In  contrast,  the 
1971  age-adjusted  national  rates  for  adults  show  that  married  persons 
used  outpatient  services  at  a rate  of  3.7  admissions  per  1,000  population, 
with  the  rates  for  single,  widowed,  and  divorced/separated  persons  at 
9.7,  13.3,  and  17.5  per  1,000  respectively. Although  adult  males  have  the 
lowest  utilization  of  service  rates  (27.2  per  1,000)  at  BHHC,  reflecting  a 
nationwide  trend  for  working  men,  they  still  used  mental  health  services 
at  almost  triple  the  national  rate  (9.5  per  1,000). 

The  analyses  of  patient-age  and  marital-status  characteristics  showed 
that  children  and  married  adults  constituted  an  unusually  high 
proportion  of  the  total  number  of  patients  using  the  BHHC,  when 
compared  with  their  proportions  in  the  facilities  reporting  to  NIMH, 
and  that  mental  health  services  at  the  NHC  were  delivered  primarily  to 
children  and  adult  members  of  intact  families.  While  this  finding  may 
not  be  exclusive  to  the  NHC’s  health-mental  health  setting,^®  it  seems 
that  a community-based  clinic  is  able  to  attract  families  in  larger 
numbers  than  is  true  of  more  traditional  outpatient  services. 

Other  analyses  of  the  data  suggest  that  the  Center  was  realizing  its 
goal  to  reach  those  patients  with  the  least  access  to  other  care  resources. 
This  target  population  of  citizens  from  the  lowest  socioeconomic  status 
categories  accounted  for  the  majority  of  patients  using  mental  health 
services  at  the  BHHC.  All  indices  employed — medicaid  payment,  social 
class  determination,  and  census  tract-housing  characteristics — reflected 
this  pattern.  The  poorest  patients,  i.e.,  those  from  the  public  housing 
census  tracts,  were  significantly  overrepresented  in  their  use  of  mental 
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health  services  when  compared  to  use  by  citizens  living  in  other  census 
tracts  (p  .001).  These  data  support  the  hypothesis  that  an  NHC  might  be 
a particularly  effective  system  for  engaging  patients  from  lower  income 
backgrounds  into  mental  health  treatment. 

Comparisons  of  diagnoses  showed  that  utilization  rates  for  persons 
with  the  diagnosis  of  schizophrenia  are  more  than  twice  as  high  in  the 
population  served  by  the  BHHC  as  they  are  nationally.  Utilization  rates 
for  patients  with  the  milder  diagnoses,  such  as  transient  situational 
disorders,  neuroses,  developmental  lags,  and  undiagnosed  problems,  are 
approximately  six  times  as  high  as  the  national  rates  presented  by 
NIMH  data. These  data  suggest  that  the  NHC  is  serving  seriously 
disturbed  patients  at  rates  higher  than  those  seen  on  an  outpatient  basis 
nationally,  while  providing  substantially  more  mental  health  services  to 
patients  with  less  severe  disorders. 

The  formal  linkage  with  the  local  CMHC,  whereby  the  BHHC 
provides  the  Charlestown  subcatchment’s  day  treatment  and  outpatient 
mental  health  services,  and  the  State’s  emphasis  on  returning  chronic 
patients  to  the  community,  may  account  for  the  relatively  high 
utilization  rates  for  patients  with  the  more  severe  schizophrenic  or 
depressive  disorder  diagnoses.  In  addition,  the  emphasis  on  preventive 
intervention  in  children’s  services,  the  inclusion  of  speech  therapy  in  the 
mental  health  unit,  the  involvement  of  family  members  and  friends  who 
are  important  to  the  patient  in  his  treatment,  and  the  success  of  referrals 
for  mental  health  evaluation  from  primary  physicians  in  the  conjoint 
health-mental  health  setting  all  tend  to  produce  relatively  high 
utilization  rates  by  individuals  with  less  severe  diagnoses  and  by  those 
with  no  diagnosable  mental  disorder. 

Questions  may  be  raised  concerning  the  appropriateness  of  this  high 
use  of  mental  health  services.  Is  "more”  mental  health  care  necessarily 
“better?”  Quantitative  outcome  studies  about  the  necessity  and 
effectiveness  of  the  mental  health  services  provided  are  not  available  and 
need  to  be  conducted  in  NHCs  and  every  mental  health  setting.  Studies 
show  that  approximately  15  percent  of  the  patients  who  come  to  a 
primary  care  setting  have  a diagnosable  mental  disorder,  and 
community  prevalence  studies  suggest  that  over  one-quarter  of  the 
population  are  seriously  bothered  by  emotional  symptoms. 39 

While  the  15.7  percent  treated  prevalence  rate  for  health  center 
patients  seen  in  1975  (reported  for  BHHC  in  the  following  section)  is 
consistent  with  prior  general  practice  studies,  the  5 percent  treated 
prevalence  rate  for  the  community  suggests  undetected  cases,  despite  the 
higher  than  national  treated  prevalence  rates  for  BHHC. 

Outcome  studies  are  also  needed  to  investigate  the  effects  which  this 
higher  use  of  services  may  have  on  rates  of  psychiatric  hospitalization 
and  other  indices  of  mental  health  and  illness,  e.g.,  rates  of  school 
dropouts,  violent  crimes,  etc. 
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Study  of  the  Effects  of  the  Conjoint  Health- 
Mental  Health  Setting  on  the  Provision  and 
Costs  of  Mental  Health  Care 

A major  issue  in  the  concurrent  national  movements  to  improve 
primary  health  care  and  the  availability  of  mental  health  services  has 
been  to  find  ways  to  discriminately  use  scarce  mental  health  specialists 
while  gaining  maximal  benefit  from  the  mental  health  skills  of  primary 
health  care  providers.  Although  achieving  the  optimal  mix  of  health 
and  mental  health  providers  remains  an  ongoing  challenge  to  NHCs, 
the  coordinated  setting,  rather  than  a traditional  mental  health  facility, 
has  the  potential  to  maximize  the  mental  health  skills  of  health 
providers  while  delivering  specialized  mental  health  service  to  larger 
segments  of  the  population.  As  described,  the  NHC  mental  health 
services  are  provided  within  the  context  of  total  health  care;  most  often 
the  first  contact  for  a psychological  complaint  is  the  internist, 
pediatrician,  or  nurse  practitioner  who  assesses  the  problem  in  relation 
to  the  patient’s  medical  and  social  history  and  current  functioning. 
However,  in  such  a conjoint  setting  the  full  responsibility  for  the 
assessment  and  treatment  of  mental  disorder  does  not  have  to  remain 
with  the  general  medical  staff.  The  ability  to  coordinate  care  with  onsite 
mental  health  professionals  increases  the  flexibility  of  the  health 
provider’s  mental  health  role  and  increases  the  choices  for  the  patient. 
When  the  health  provider  has  sufficient  resources  for  mental  health 
consultation,  training,  and  referral,  he  can  choose  with  greater 
confidence  to  either  treat  psychiatric  problems  or  easily  make  a mental 
health  referral.  The  absence  of  institutional  barriers  between  health  and 
mental  health  providers  promotes  working  relationships  which 
contribute  to  coordinated  clinical  care  by  applying  shared  knowledge 
and  understanding  of  a community’s  health  needs. 

Methodology 

The  initial  step  in  ascertaining  the  value  of  the  conjoint  setting  is  to 
describe  its  effects  on  how  the  population  uses  both  health  and  mental 
health  services.  With  the  support  of  NIMH  contract  No.  278-76-0027 
(DB),  “Use  of  Health  and  Mental  Health  Outpatient  Services  in  Four 
Organized  Medical  Care  Settings,’’^®  the  patterns  of  provision  and  use  of 
health  and  mental  health  services  were  analyzed  for  the  43,387  visits 
(excluding  dental  care)  of  all  9,233  patients  seen  at  the  BHHC  during 
1975.  Distribution  of  visits  and  patients,  frequency  of  visits,  visit 
duration,  diagnosis,  and  cost  were  analyzed  with  respect  to  type  of  health 
provider,  age,  and  sex  of  patients.  Presence  of  a diagnosable  mental 
disorder  (made  according  to  DSM-II  criteria  by  any  health  or  mental 
health  provider)  and  service  level  (patients  grouped  by  use  of  mental 
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health  services  only,  nonmental  health  services  only,  or  a combination 
of  services)  were  analyzed  for  most  of  the  preceding  variables.  The 
selected  findings  from  this  study  which  are  presented  below  are  those 
that  relate  to  the  use  of  health  and  mental  health  services  by  patients 
with  a diagnosis  of  mental  disorder. 

Effects  of  the  Setting  on  Health  Care  Provision 

The  study  showed  that  in  most  cases  both  the  health  and  mental 
health  needs  of  patients  with  a mental  disorder  diagnosis  are  met  in  this 
conjoint  health  care  setting,  as  84  percent  of  these  patients  made  at  least 
one  visit  to  a BHHC  primary  health  care  provider  during  1975  (internist, 
pediatrician,  or  nurse  practitioner).  This  84  percent  included  patients 
seen  by  both  a health  and  mental  health  provider  during  the  year  (51 
percent),  and  patients  who  received  all  of  their  care  (for  both  health  and 
mental  health  problems)  from  the  Center’s  primary  health  providers 
who  had  access  to  mental  health  consultation  (33  percent).  The 
remaining  16  percent,  who  received  care  only  from  the  Center’s  mental 
health  providers  during  1975,  may  have  received  their  medical  services 
from  another  source  and/or  been  seen  for  health  care  at  the  BHHC  in  the 
previous  year.  The  availability  of  ongoing  health  care  for  psychiatric 
patients  is  an  important  service  that  a separate  mental  health  delivery 
setting  cannot  provide  but  an  NHC  setting  can  provide. 

Given  that  health  services  are  accessible  to  psychiatric  patients,  how 
much  of  these  services  do  they  use  and  for  what  reasons?  In  general, 
patients  with  a diagnosis  of  a mental  disorder  used  twice  as  many  visits 
per  year  for  health  services  (x  = 6.4)  as  patients  without  a diagnosis  of 
mental  disorder  (x  = 3.2).  This  finding  was  similar  to  that  reported  by 
Hankin  and  Oktay^°  who  accounted  for  it  by  suggesting  that  persons 
with  mental  disorder  have  higher  rates  of  physical  disorder  and/or  are 
more  oriented  toward  seeking  help  for  illness  than  other  persons. 
When  the  medical  diagnoses  of  BHHC  patients  with  and  without 
mental  disorder  diagnoses  were  compared,  the  former  population  had 
more  medical  diagnoses  (2.19  per  year)  than  the  latter  (1.86  per  year)  and 
were  more  likely  to  have  received  diagnoses  of  endocrine,  nutritional, 
and  metabolic  disease;  diseases  of  the  circulatory  system,  digestive 
system,  genitourinary  system,  musculoskeletal  system  and  connective 
tissue;  symptomatic  but  ill-defined  conditions;  and  diagnoses  relating  to 
health  maintenance. 

The  finding  that  persons  with  mental  disorders  use  twice  as  much 
health  care  as  persons  without  such  disorders  stimulated  further 
exploration  to  determine  whether  the  former  group’s  use  of  health 
services  was  reduced  by  seeing  a mental  health  specialist.  Prior  studies 
suggest  that  the  brief  use  of  mental  health  services  is  associated  with  a 
decrease  in  the  use  of  health  services. Similar  results  were  found  at 
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BHHC;  patients  with  mental  disorder  seen  only  by  health  providers 
averaged  6.22  health  visits  per  year,  while  patients  who  had  a single  visit 
to  a mental  health  provider  averaged  only  3.68  health  visits  jx*r  year.  In 
fact,  only  that  small  proportion  ( 10  percent)  of  all  patients  who  made  20 
or  more  mental  health  visits  per  year  to  mental  health  specialists  reached 
the  same  level  of  health  provider  usage  (6.22  health  visits  per  year)  as 
those  patients  with  a mental  disorder  treated  by  the  health  provider 
alone.  This  finding  supports  the  hypothesis  that  provision  of  mental 
health  specialty  services  in  a conjoint  setting  is  associated  with  moderate 
use  of  primary  health  care  provider  time  and  resources,  for  most  patients 
with  mental  disorders  (90  percent).  Further  studies  of  specific  disorders 
are  needed  to  discern  which  mental  health  patients  could  decrease  their 
use  of  health  providers  through  treatment  by  mental  health  specialists. 

Effects  of  the  Setting  on  Mental  Health  Care 
Provision 

A DSM-II  diagnosis  of  a mental  disorder  was  given  to  15.7  percent  (N 
= 1,448)  of  the  patients  seen  at  the  BHHC  in  1975,  and  mental  disorder 
diagnoses  ranked  fourth  among  all  diagnoses  given  at  the  Cx*nter. 
Although  the  prevalence  of  diagnosable  mental  disorder  in  BHHC 
patients  was  consistent  with  the  findings  of  other  epidemiological 
studies  which  report  survey  rates  of  mental  disorder  in  general  medical 
practice  settings  approximating  15  percent,^’  the  proportion  of  patients 
who  receive  specialized  mental  health  treatment  at  BHHC  differ  greatly 
from  other  studies.  Nationally,  2.3  percent  of  the  U.S.  population  is 
estimated  to  use  specialized  outpatient  mental  health  services;**  in 
contrast,  approximately  5.4  percent  of  the  Charlestown  population  used 
such  services  in  1975.  This  high  percentage  of  the  population  using 
specialized  mental  health  services  at  BHHC  is  also  matched  by  an 
increase  in  the  total  number  of  mental  health  visits  provided  by  the 
conjoint  health  setting.  Based  on  the  National  Ambulatory  Medical  C^are 
Survey,  4.6  percent  of  all  visits  to  physicians  nationwide  are  for  a 
diagnosis  of  mental  disorder;**  in  contrast,  at  the  BHHC,  23  percent  of 
all  visits  in  1975  were  for  a diagnosis  of  mental  disorder. 

Nationally,  the  major  provider  of  mental  health  services  is  the 
nonpsychiatric  physician  who  is  estimated  to  treat  54  percent  of  all 
patients  with  diagnosed  mental  disorders;**  in  contrast,  only  33  percent 
of  the  BHHC  patients  with  mental  disorder  were  treated  exclusively  by  a 
primary  care  provider.  Not  only  did  the  presence  of  mental  health 
providers  reduce  the  proportion  of  psychiatric  patients  treated  solely  by 
nonpsychiatric  physicians,  but  for  some  patients  with  mental  disorders, 
it  also  reduced  the  number  of  visits  to  such  health  providers.  Nationally, 
46  percent  of  the  total  visits  for  mental  disorders  are  made  to  nonmental 
health  providers,  while  at  the  BHHC  only  13  percent  of  the  visits  for 
mental  disorders  were  made  to  nonmental  health  providers.** 
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In  summary,  in  the  BHHC’s  primary  care  setting,  a higher  than 
expected  proportion  of  the  patients  received  specialized  mental  health 
services;  a smaller  proportion  of  patients  rvith  mental  disorder  received 
their  mental  health  services  exclusively  from  primary  health  providers, 
while  the  primary  health  staff  continued  to  devote  a substantial 
proportion  of  time  to  mental  health  problems.  To  what  factors  may  the 
increased  provision  and  use  of  mental  health  services  be  attributed,  since 
the  BHHC  prevalence  rates  are  consistent  with  those  of  other  general 
practice  settings?  The  availability  of  mental  health  manpower  may  be  a 
contributing  factor;  however,  separate  mental  health  services  do  not  tend 
to  show  comparable  utilization  rates.  The  screening,  evaluation,  and 
referral  skills  of  the  health  provider  are  probably  important  contributing 
factors  to  the  number  of  people  treated  by  mental  health  specialists;  51 
percent  of  the  patients  seen  by  mental  health  providers  were  also  seen  by 
Center  health  providers  within  the  year. 

Comparative  Provider  Costs 

The  mean  cost  per  mental  health  visit  to  a mental  health  provider  at 
the  BHHC  was  $38.82,  while  the  cost  for  a visit  to  a nonpsychiatric 
provider  was  $19.89.  The  average  length  of  a visit  to  a mental  health 
provider  (weighted  heavily  by  the  day  hospital  and  activity  therapy 
group  programs)  was  four  times  as  long  (100  minutes)  as  the  average 
visit  length  to  a nonpsychiatric  provider  (25  minutes).  Although  the 
length  of  mental  health  specialty  visits  raised  their  per  visit  cost,  when 
calculated  on  the  basis  of  time,  mental  health  provider  cost  was  only  half 
as  much  (40  cents  a minute)  as  that  of  the  health  providers  (80  cents  a 
minute).  This  cost  differential  was  associated  with  a general  health 
staffing  pattern  which  contained  proportionately  more  expensive,  phy- 
sicians’ salaries  than  the  mental  health  staff. 

When  the  yearly  costs  of  providing  mental  health  services  were 
compared,  the  average  cost  of  mental  health  provider  care  was  $345, 
while  the  average  cost  of  receiving  mental  health  services  exclusively 
from  a primary  health  provider  was  $127.  This  three-times-greater 
expense  is  primarily  related  to  the  longer  duration  of  the  treatment 
provided  by  mental  health  specialists  who  treat  most  of  the  patients  with 
severe  and  chronic  psychiatric  disorders.  The  health  providers  tended  to 
see  most  patients  only  once  or  twice  for  their  mental  disorder 
independent  of  the  severity  of  diagnosis,  indicating  that  their  services  are 
primarily  diagnostic,  pharmacologic,  and  brief  crisis-oriented  interven- 
tions, while  patients  seen  by  mental  health  providers  had  a mean  of  8.9 
visits  per  year.  Interpretation  of  such  comparative  provider  cost  data  is 
extremely  hazardous,  however,  as  matched  diagnostic  groups  were 
neither  assigned  for  treatment  to  mental  health  and  primary  care 
providers  nor  evaluated  on  a variety  of  therapeutic  outcome  measures. 
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Comparative  Setting  Costs 

Comparing  the  costs  ot  mental  health  services  at  the  BHHC  to  those  of 
other  settings  is  difficult,  since  BHHC  is  both  an  NHCand  theC^MHC’s 
outpatient  clinic  in  Charlestown.  I'he  BHHC’s  S38.82  cost  per  mental 
health  visit  compares  favorably  with  the  CHAMPUS  rate  of  $36.04  (the 
average  fee  charged  by  a psychiatrist),  particularly  since  the  CHAMPUS 
rate  does  not  include  coordinating  and  health-oriented  services  such  as 
outreach,  consultation,  and  community  education.^'  The  mean  mental 
health  cost  per  person  per  year  cited  by  Regier  and  Goldberg  for  general 
medical  care  settings  (which  includes  NHCs)  is  $53,  as  compared  to  a 
$439  cost  in  CMHCs.^^  The  BHHC  mean  cost  for  both  health  and 
mental  health  services  per  person  per  year  was  $365;  while  this  figure 
exceeds  the  general  medical  setting  cost,  it  is  lower  than  the  CMHC  cost 
(the  latter  figure  does  include  the  NHC’s  cost  for  outpatient  health  care 
but  does  not  include  inpatient  mental  health  costs  in  the  CMHC  figure). 
Given  the  preceding  qualifications,  the  BHHC  data  tentatively  suggest 
that  mental  health  services  delivered  in  an  NHC  may  be  more  expensive 
than  in  general  medical  settings  but  may  be  less  costly  than  if  delivered 
in  a specialized  mental  health  setting.  Certain  factors  related  to  the 
BHHC  population  and  subcatchment  responsibility  for  the  chronically 
ill  may  have  elevated  its  cost  figures,  including  the  number  of 
multiproblem  families,  home  visits,  broken  appointments,  consultation 
and  prevention  programs,  and  the  amount  of  service  provided  to 
deinstitutionalized  psychiatric  patients. 

Cost  Implications 

The  most  important  implication  from  the  cost  findings  of  this  study 
was  that  80  percent  of  the  BHHC  patients  with  care  episodes  for  mental 
disorder  would  be  totally  covered  by  the  $500  outpatient  mental  health 
benefit  mandated  in  all  private  health  insurance  policies  in  Massachu- 
setts. If  this  fee-for-service  benefit  level  now  available  for  the  privately 
insured  were  available  to  all  individuals,  only  20  percent  of  patients 
would  exhaust  their  individual  $500  mental  health  benefit  by  using  more 
than  13  mental  health  outpatient  visits  (at  $38.82  per  visit)  per  year.  The 
20  percent  of  patients  who  would  exceed  this  benefit  level  include  the 
chronically  mentally  ill.  Ten  percent  of  the  total  psychiatric  population 
required  more  than  20  visits  per  year.  Importantly,  the  BHHC  data  also 
suggest  that  a capitation  health  insurance  plan,  in  which  $500  was 
allocated  to  the  NHC  annually  for  each  patient  treated  for  a mental 
disorder,  would  totally  meet  all  of  the  direct  and  indirect  service  costs  for 
outpatient  mental  health  care,  including  the  total  costs  of  the  multiple 
mental  health  services  needed  by  chronically  ill  patients  living  in  the 
community. 
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To  develop  expectations  about  costs  for  operating  conjoint  health- 
mental  health  service  facilities  at  the  local  level,  further  studies 
comparing  cost  data  for  NHCs  of  different  sizes  and  program 
orientations  are  needed.  For  future  national  planning,  cost  effectiveness 
outcome  studies  comparing  different  providers  and  care  settings  are 
essential.  However,  even  our  current  limited  data  make  it  clear  that 
NHCs  cannot  sustain  the  costs  of  those  indirect  services  necessary  to 
coordinate  health  and  mental  health  care  and  maintain  public  health, 
outreach-oriented  programs,  if  only  a limited  percentage  of  the 
population  has  coverage  and  such  coverage  is  on  an  exclusively  fee-for- 
direct-service  basis.  Some  method  of  funding  or  subsidy  to  support  vital 
indirect  services  will  be  necessary  under  any  future  funding  plans,  if  the 
suggested  advantages  of  the  conjoint  health-mental  health  setting  in  the 
neighborhood  are  to  be  realized. 

Clinical  Examples  of  Coordinated  Care  in  the 
Neighborhood  Health  Center 

The  clinician  who  has  practiced  in  a separate  mental  health  setting  is 
struck  by  the  added  dimensions  of  practice  possible  in  an  NHC’s 
primary  care  setting.  The  authors,  all  of  whom  have  considerable 
experience  in  both  CMHC  and  NHC  settings,  have  found  that  NHCs 
with  mental  health  services  offer  clinically  important  differences  related 
to  case  finding  and  variety  of  patients,  handling  of  referrals,  coordina- 
tion of  care,  and  the  long-term  followup  of  hard-to-treat  patients. 
Clinical  examples  of  these  differences  will  be  presented  from  our 
accumulated  experience. 

Casefinding 

One  problem  CMHCs  have  faced  is  that  they  are  used  by  a relatively 
narrow  spectrum  of  patients  who  tend  to  be  the  acutely  ill,  the  chronic 
and/or  decompensated,  the  poor,  or  those  pushed  into  care  through  the 
court  or  welfare  systems.  Certainly  these  populations  need  services;  yet 
citizens  at  an  earlier  stage  of  problem  formation  often  do  not  want  to  go 
to  such  clinics,  because  they  fear  being  stigmatized  or  labeled  by 
association  with  grossly  disturbed  patients.  The  primary  health  care 
facility  can  be  a more  acceptable  entry  point  to  care  for  the  general 
population  in  need  of  mental  health  services.  In  contrast  to  separately 
organized  mental  health  services,  NHCs  serve  larger  populations  at  risk 
for  mental  disorder,  which  can  facilitate  early  detection  and  prevention. 
The  close  coordination  of  mental  health  and  health  care  allows 
improved  casefinding  in  a number  of  areas: 

1.  Children  who  may  have  mild  behavior  problems  or  who  withdraw 
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at  home  may  not  present  overt  behavior  problems  detected  for  referral 
by  the  school.  The  pediatric  visit  or  camp  physical  may  present  the 
occasion  for  the  parent  to  discuss  this  behavior  with  the  doctor  or 
nurse  who  can  involve  the  mental  health  professional  'ose  at  hand  in 
the  conjoint  setting. 

2.  Teenagers  who  “wouldn’t  be  caught  dead”  going  to  a mental 
health  clinic  may  talk  with  the  nurse  or  counselor  at  the  NHC>  or 
doctor’s  office  where  they  go  for  weight  control,  acne,  birth  control,  or 
suspected  veneral  disease. 

3.  VV'omen  who  are  battered  or  abused  by  their  husbands  or  Ixjyfriends 
are  often  ambivalent  about  these  relationships  and  may  reveal  their 
dilemma  to  a health  caregiver  from  whom  they  are  seeking  treatment 
for  an  injury  or  physical  complaint. 

4.  It  is  well  known  that  the  elderly  are  underrepresented  in  mental 
health  programs.  Even  if  clear-cut  emotional  problems  or  symptorns 
are  present,  these  problems  often  are  not  defined  as  within  the  “mental 
health  sphere.”  Because  of  their  increased  medical  needs,  the  elderly 
do  make  frequent  use  of  health  care  facilities.  Earlier  casefinding  of 
low  grade  depressions,  early  organic  brain  syndromes,  and  combined 
organic  and  functional  psychoses  is  enhanced  through  the  combined 
efforts  of  health  and  mental  health  colleagues. 

There  are  many  other  examples  of  groups  who  can  be  reached  earlier 
and  more  effectively  through  the  primary  care  system,  including  adult 
working-class  males  (who  underuse  all  mental  health  providers, 
including  NHCs,  but  appear  from  our  experience  to  more  readily  seek 
care  in  a medical  rather  than  a mental  health  setting),  pregnant  women, 
and  somaticizing  patients. 

Referral 

The  beneficial  effect  of  early  casefinding  is  partly  dependent  on  an 
improved  referral  mechanism.  Many  patients  in  need  of  mental  health 
care  can  be  helped  by  the  evaluation  and  counseling  skills  of  competent 
health  care  providers.  However,  when  that  “extra  step”  of  referral  to  a 
mental  health  specialist  is  necessary,  it  will  have  the  greatest  likelihood 
of  success  if  the  primary  care  practitioner  provider  knows  and  trusts  the 
mental  health  practitioners,  understands  how  they  work,  and  learns  how 
to  get  patients  to  them. 

The  conjoint  practice  of  mental  health  and  health  care  providers  in 
the  same  facility  is  the  key  to  successful  referrals  in  the  NHC.  For 
example,  broken  appointments  are  notoriously  high  for  patients  referred 
by  private  practitioners  or  by  hospital  specialty  outpatient  clinics  to 
psychiatrists  or  psychiatric  clinics.  In  contrast,  a study  of  a combined 
health-mental  health  program,  whose  providers  had  mutual  trust  and 
respect,  showed  greatly  reduced  appointment  failures  on  referral, 
decreased  destructive  stereotyping,  increased  feedback  on  the  results  of 
referral,  and  increased  informal  contact  as  a result  of  working  together 
in  adjacent  space.'’^  This  is  illustrated  by  the  following  case  examples: 
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1.  A 56-year-old  married  laborer  had  a knee  injury  which  had  forced 
an  early  retirement.  For  3 years  he  successfully  denied  the  dire 
implications  of  this  injury  and  the  impossibility  of  returning  to  his 
previous  work.  Finally  the  denial  began  to  crumble;  he  became 
depressed  as  his  self-esteem,  largely  based  on  his  past  work  record, 
began  to  fall.  Although  the  patient’s  pride  had  not  formerly  allowed 
him  to  seek  mental  health  care,  his  internist  at  the  NHC,  whom  he 
trusted,  was  able  to  get  him  to  talk  to  the  center  psychiatrist  only 
because  the  two  professionals  practiced  together  in  the  same  area.  The 
internist  was  able  to  dispel  some  of  the  patient’s  resistance  by  a 
personal  introduction  to  and  endorsement  of  the  psychiatrist. 
Successful  treatment  followed. 

2.  A gynecologist  in  a health  center  was  treating  a pregnant,  mentally 
retarded  16-year-old  girl  who  lived  with  her  87-year-old  grandmother 
who  was  her  legal  guardian.  The  girl  was  not  able  to  fully  understand 
what  her  pregnancy  meant,  and  her  grandmother  stubbornly  insisted 
that  the  girl  should  have  the  baby.  The  grandmother  said  that  she 
would  raise  this  baby  as  she  had  raised  others,  despite  the  fact  that  she 
was  clearly  no  longer  able  to  do  so  physically.  Although  neither  the 
patient  nor  her  grandmother  would  accept  a referral  to  a mental 
health  clinician,  the  mental  health  staff  social  worker,  who  was  a 
member  of  the  gynecological  team,  met  the  girl  and  her  grandmother 
on  their  gynecological  visits.  She  gradually  won  their  confidence  by 
her  helpfulness  in  small  practical  matters.  The  social  worker  helped 
the  busy  gynecologist  see  some  of  the  cultural  and  psychological 
factors  behind  the  grandmother’s  stubborn  pride;  and  their  team  effort 
enabled  the  grandmother  and  the  girl  to  plan  more  realistically  for  the 
new  baby.  The  result  of  this  mental  health  intervention  as  part  of  the 
primary  health  care  service  was  that  the  patient  was  able  to  relinquish 
the  baby  for  adoption  after  childbirth. 

Coordination  of  Care 

Coordination  of  care  between  health  care  specialists  has  been  called 
the  invisible  dimension  of  quality.  Its  presence  cannot  be  documented  by 
an  x-ray  or  a lab  test,  but  its  absence  can  be  attested  to  by  health  care 
providers  who  complain  bitterly  that  they  are  practicing  in  ignorance  of 
what  some  other  practitioner  is  doing  with  their  patient.  The  problem  is 
compounded  at  the  health-mental  health  interface  which  traditionally 
has  been  characterized  by  suspicion  and  lack  of  communication.'*^  Both 
private  practitioners  and  clinic  staff  feel  that  they  have  to  go  out  of  their 
way,  wait  weeks,  or  make  heroic  efforts  to  find  out  what  is  being  done  for 
and  to  their  patient  at  another  health  care  site.  Often  providers  admit 
they  do  not  find  out  what  the  other  provider’s  treatment  plan  is  but 
operate  on  informed  guesses  from  what  they  can  glean  from  the  patient. 

Coordination  between  health  and  mental  health  practitioners  at  the 
same  site  does  much  to  relieve  this  problem.  They  begin  to  communicate 
on  a nonemergency  basis,  get  to  know  each  other  personally  and 
professionally,  and  can  easily  feed  back  information  about  jointly  served 
patients.  For  example: 
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A 35-year-old  chronic  schizophrenic  with  multiple  severe  medical 
problems,  including  diabetes,  Hodgkin’s  disease,  and  alcoholism,  was 
seen  as  threatening  and  intimidating  by  the  university  hospital 
medical  clinic.  I'he  constant  conflict  with  providers  rendered  his  care 
episodic,  and  he  tended  to  act  out  in  the  area  of  his  own  health  care  by 
noncompliance  and  manipulation  ol  his  doctors.  Out  of  exasperation 
his  care  was  transferred  to  an  NHC  where  his  health  and  mental 
health  care  could  be  provided  at  the  same  site.  I he  center  psychiatrist 
was  able  to  help  the  internist,  nurse,  and  walk-in  clinic  adapt  to  this 
patient’s  capabilities.  I'he  patient  began  to  ado})t  a more  realistic  view 
of  what  to  expect  from  the  center,  slowly  adapting  to  limit  setting 
instead  of  continually  testing  it.  I he  positive  result  which  ensued  was 
helped  by  the  proximity  and  ongoing  relationships  of  the  stall  w'ho 
could  work  together  to  avoid  disruptive  interstalf  conflict  around  this 
patient’s  care. 

Improved  Long-Term  Care 

Long-term  followup  has  been  a problematic  issue  in  mental  health 
programing.  It  is  necessary  for  two  major  groups  of  patients.  I he  first 
are  those  patients  with  an  episodic  but  disabling  disease,  such  as 
recurrent  psychotic  depressions  or  schizophrenic  breakdowns,  in  which 
there  is  often  difficulty  in  getting  the  patient  back  into  treatment  early 
enough  to  prevent  the  full  flowering  of  the  recurrent  episodes.  I'he 
second  are  those  patients  with  a chronic  disabling  illness  and  severe  ego 
defects  who  avoid  ongoing  treatment  and  periodically  are  forced  back 
into  care  by  others  in  times  of  crisis.  The  difficulty  with  these  patients 
has  been  in  persuading  them  to  come  regularly  for  medication  and 
ongoing  supportive  care  to  help  avoid  such  disruptive  crises.  A 
combined  health-mental  health  program  can  have  advantages  for  both 
types  of  patients,  as  illustrated  below: 

1.  A 32-year-old  woman  had  recurrent  severe  psychotic  depressions 
which  placed  her  and  her  three  children  at  significant  risk.  In  between 
these  episodes  she  functioned  as  a devoted  and  protective  mother,  and 
the  children  did  quite  well.  VV'hen  feeling  well,  she  denied  the  episodic 
nature  of  illness  and  would  not  continue  in  treatment.  When  the 
periodic  psychosis  recurred,  her  entry  into  treatment  usually  followed 
calls  from  neighbors  or  family  to  the  police  wh.  > literally  dragged  her 
off  forcibly  to  the  local  State  hospital.  However,  after  her  psychiatric 
care  was  transferred  to  her  local  NHC,  her  contact  with  the 
psychiatrist  between  psychotic  episodes  was  increased,  because  she 
saw  him  when  she  came  to  the  Center  for  her  own  and  her  children’s 
routine  health  care.  She  was  thus  able  to  form  a relationship  with  him 
over  time  in  which  she  could  let  the  mental  health  staff  know  earlier 
that  “it  was  coming  on’’  and  would  accept  medication  to  abort  or 
attenuate  the  psychotic  episode. 

2.  A 45-year-old  schizophrenic  man,  who  had  spent  many  years  in 
State  hospitals,  was  existing  in  a very  marginal  way  in  the  community 
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and  was  frequently  exploited  by  others  because  of  his  helplessness.  He 
avoided  returning  to  the  outpatient  clinic  of  the  local  CMHC  because 
of  its  psychological  meaning  to  him  and  its  association  with  many 
episodes  of  commitment  and  “craziness.”  He  could  and  did  come  for 
medication  and  support  when  his  care  was  transferred  to  his  local 
NHC,  because  in  his  view  this  was  “normal,”  and  he  felt  like  “just 
another  one  of  the  medical  patients”  when  visiting.  Care  was  thus 
maintained,  and  his  adjustment  in  the  community  was  improved. 

In  addition,  the  problems  of  long-term  management  of  patients 
requiring  psychotropic  medication  is  often  more  rationally  and  safely 
handled  in  an  NHC  setting.  Because  of  the  threat  of  tardive  dyskinesia  as 
a side  effect  of  long-term  antipsychotic  medication,  “drug  holidays”  and 
trial  periods  off  of  medication  are  often  parts  of  optimal  management. 
Such  trials  are  difficult  if  the  clinician  feels  that  taking  the  patient  off 
medication  will  result  in  increased  psychotic  symptomatology  or  the 
patient’s  refusal  to  return  to  have  medication  restarted  without 
rehospitalization.  However,  if  the  patient  is  given  a drug-free  trial 
period  during  which  he  continues  contact  with  the  NHC  for  his  health 
care,  the  chances  are  improved  that  an  informed  health  care  provider 
will  observe  any  early  signs  of  regression  to  allow  reinstitution  of 
medications  prior  to  hospital-necessitating  decompensation. 

Similarly,  long-term  management  of  periodically  depressed  patients 
with  antidepressant  medication  is  not  best  carried  out  by  continuing  the 
drug  for  years  in  hopes  of  preventing  recurring  depressions,  but  by 
treating  each  acute  depressive  episode  only  for  the  6-  to  9-month  high- 
risk  period  of  recurrence  and  then  stopping  medication  until  early 
symptoms  of  another  episode  reappear.  Such  a management  plan  is 
difficult  in  an  isolated  mental  health  setting  because  such  patients 
usually  deny  the  early  signs  of  depression  and  do  not  reappear  at  the 
clinic  at  an  early  stage  of  illness.  This  problem  is  lessened  at  an  NHC 
because  of  the  ongoing  contact  with  health  care  providers  who  can,  if 
informed  by  mental  health  coworkers,  pick  up  early  signs  of  recurrence 
and  get  the  patient  back  into  antidepressant  treatment.  The  monitoring 
function  of  the  health  care  component  of  a conjoint  setting  can  therefore 
decrease  the  “clinical  risk”  of  stopping  the  powerful  medications  during 
symptoms-free  intervals. 

Outcome  studies  are  needed  to  quantitatively  explore  these  clinically 
experienced  advantages  of  the  NHC  in  the  long-term  care  of  chronically 
and  severely  ill  patients.  Hospitalization  rates,  frequencies,  and  duration 
of  lengths  of  stay  of  NHC-treated  chronic  patients  should  be  compared 
to  those  of  similarly  ill  patients  treated  in  other  care  contexts 
(freestanding  CMHCs,  private  psychiatric  practices.  State  hospital 
outpatient  clinics,  etc.).  Such  necessary  studies  will  require  the 
allocation  of  resources  (most  probably  from  NIMH)  for  evaluation 
research  not  currently  available. 
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Clinical,  Preventive,  and  Educational  Services  of  NHCs 
to  Meet  the  Special  Needs  of  Specific  Subpopulations  in 
the  Neighborhood 


Special  programs  are  often  required  to  address  the  needs  of  s|X'cific 
subpopulations  in  any  neighborhood.  As  mentioned  above,  children, 
adolescents,  the  elderly,  and  non-English  speaking  citizens  are 
frequently  underserved  by  mental  health  programs  and  often  do  not 
readily  use  freestanding  mental  health  services.  Alcoholics  and  the 
chronically  mental  ill  are  tv\'o  subpopulations  whose  illnesses  require 
special  programs  for  their  optimal  treatment.  The  NHC’s  health  setting 
offers  several  advantages  in  reaching  out  to  these  special  subpopulations 
and  in  mounting  treatment  and  preventive  programs  to  help  meet  their 
mental  health  needs. 

Many  of  the  hard-to-reach  groups  mentioned  above  who  do  not 
readily  seek  mental  health  services  can  be  reached  through  primary  and 
secondary  preventive  programs  in  the  NHC.  Prevention  has  long  been  a 
controversial  issue  in  mental  health.  Although  everyone  can  agree  to  its 
theoretical  importance,  its  implementation  seems  always  to  be  either  so 
ambitious  as  to  be  economically  or  socially  unworkable  or  so  vague  in 
its  concepts  and  methods  as  to  be  extremely  difficult  to  evaluate.  Much  of 
the  problem  has  been  that  either  preventive  programs  have  tried  to 
remake  society  without  a mandate  or  resources,  or  they  have  failed  to 
come  into  effective  contact  with  most  of  the  population  because  in  the 
minds  of  many  they  are  stigmatized  through  their  linkage  to  mental 
illness  and  psychiatric  care  systems.  The  preventive  efforts  of  a primary 
health  care  program  can  avoid  many  of  these  obstacles,  because  they  can 
be  presented  as  a normal  part  of  a health  or  human  services  system,  can 
focus  on  manageably  sized  populations  at  risk  in  relation  to  their  health 
care,  and  can  often  make  a demonstrable  connection  between  the 
preventive  activity  and  the  condition  to  be  prevented.  A few  of  the 
clinical,  preventive,  and  educational  programs  which  have  been  carried 
out  in  our  NHCs  and  other  primary  health  care  settings  include  the 
following; 

For  Children; 

1.  Inservice  training  and  referral  networks  for  pediatricians  and 
nurses  concerning  assessment  of  developmental  problems 

2.  Inservice  training  and  referral  networks  for  doctors  and  nurses 
concerning  early  signs  of  child  abuse  and  neglect 

3.  Pediatrics  waiting  room  videotape  shows  on  child  developmental 
issues 

4.  Inservice  training  and  referral  networks  for  pediatricians  and 
nurses  concerning  early  signs  of  postpartum  depression  among 
parents 

5.  Educational  groups  in  infant  care  for  new  mothers 
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6.  Infant  developmental  screening 

7.  “Moms  and  tots”  daycare  groups  in  which  child  developmental 
education  for  parents  is  a part  of  the  program 

8.  Single-parent  groups  centered  around  both  child  care  and  the 
stresses  on  the  single  parent 

9.  Preschool  and  camp  health  physical  programs  with  associated 
screening  for  emotional  and  social  problems 

For  Adolescents: 

Special  adolescent  health  care  clinics  in  the  NHC  to  attract  this  age 
group  by  meeting  specific  age-appropriate  concerns  including:  weight 
control,  skin  problems,  birth  control,  and  sex  education.  Mental 
health  staff,  who  are  part  of  the  “scene,”  can  be  informally  available 
for  screening  or  counseling  and  can  pick  up  on  destructive  family 
conflicts,  impending  runaways,  and  sexual  acting-out. 

For  Adults: 

1.  Education  of  primary  caregivers  in  the  earlier  detection  of 
depression  in  its  various  forms  in  men  and  women 

2.  General  health  screening  programs  as  part  of  routine  medical  care 
which  measure  life  stress  (such  as  the  Holmes  and  Rahe  Scale)  and 
link  up  to  nonthreatening  referral  resources  for  counseling 

3.  Special  relaxation  and  medication  groups  associated  with  hyper- 
tension clinics 

4.  Groups  within  the  NHC  for  couples  undergoing  marital  conflict, 
separation,  or  divorce 

For  Elderly: 

1.  Widows  or  widowers  support  groups 

2.  Conjoint  health  and  mental  health  care  teams  which  regularly  visit 
residences  for  the  elderly  to  screen,  refer,  counsel,  and  recommend 
psychopharmacological  treatment 

3.  Mental  health  education  of  health  care  providers  in  differentiating 
treatable  depression  from  organic  brain  syndrome  in  the  elderly 

4.  Consultation  by  mental  health  staff  to  various  agencies  which 
reach  the  elderly  including  “meals  on  wheels”  or  “elderly  visitors” 
programs.  Some  NHCs  have  the  local  elderly  nutrition  center  in  their 
buildings. 

For  Non-English-Speaking  Citizens: 

1.  Social  activities,  such  as  movies,  for  foreign  language  groups  to 
attract  them  to  the  NHC  and  make  them  feel  comfortable  enough  with 
the  setting  to  use  its  health  and  mental  health  services 

2.  Bilingual  providers  who  are  essential  to  understand  and  respond  to 
the  health  and  mental  health  needs  of  non-English-speaking  subpop- 
ulations 

Eor  Alcoholics: 

1.  Many  NHCs  host  meetings  of  Alcoholics  Anonymous  to  encourage 
alcoholics  and  their  families  to  see  alcoholism  as  a complex  health 
problem  which  needs  a variety  of  health  inputs. 

2.  Counseling  services  for  families  of  alcoholics  can  be  offered  in  the 
acceptable  health  setting. 
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For  Chronically  111  Patients: 

1.  As  mentioned  alxne,  the  NHC^  offers  a nonstigmatized  site  for  long- 
term followup,  medication,  management,  and  health  care  of  the 
deinstitutionalized  patient.  One  of  the  most  difficult  problems  in 
deinstitutionalization  and  movement  of  chronic  patients  into 
community  care  has  been  the  high  rate  of  patient  dropout  from 
followup  care  after  discharge.  Many  patients  either  deny  their  illness 
or  feel  acutely  the  stigma  of  attending  a known  psychiatric  clinic  in 
their  neighborhood.  They  thus  stay  away  from  needed  aftertare 
services,  including  medication,  often  prompting  relapse  and  rehospi- 
talization. Instead  of  being  sequestered  to  a known  clinic  for  the 
chronically  ill,  NHCs  offer  such  patients  needed  therapeutic  mainte- 
nance at  a normal  health  care  setting. 

2.  In  addition  to  medication  and  support,  some  NHCs  have 
successfully  incorporated  day-treatment  (day-hospital)  programs  into 
their  health  setting.  Since  a variety  of  activities  take  place  in  such 
centers,  e.g.,  health  education  groups,  child  care,  programs  for  the 
elderly,  etc.,  the  day-treatment  program  for  chronic  psychiatric 
patients  is  often  regarded  as  just  another  NHC  specialized  service  and 
is  less  likely  to  be  viewed  with  fear  and  suspicion  by  the  community. 
Its  decentralized  location  in  a neighborhood  health  site  is  another 
factor  which  greatly  influences  its  acceptability  to  and  attendance  by 
chronic  patients  and  their  families. 


The  Role  of  the  Citizen  and  the  NHC’s  Relationship  to 
the  Community 

Most  NHCs  seek  community  input  by  working  with  either  an 
advisory  or  a governing  board  of  citizens.  In  Boston’s  NHCs  the  role  and 
impact  of  citizen  boards  vary  greatly  depending  on  the  organizational 
and  fiscal  structure  of  each  center.  In  our  experience,  NHC^s  with 
governing  boards,  in  which  citizens  have  real  power  and  share  control 
with  professionals  over  resource  allocation,  provide  the  greatest 
opportunity  for  citizen  involvement  in  and  contribution  to  the  center. 
Although  this  has  led  in  some  centers  to  power  struggles  which  impede 
service  provision,  it  can  also  lead  to  a working  alliance  between  citizens 
and  the  professionals  who  serve  them.  In  the  following  chapter,  we 
describe  the  potential  collaborative  role  of  citizens  in  NHC  mental 
health  programs  by  drawing  heavily  on  the  successful  collaboration  over 
the  last  7 years  of  citizens  and  professionals  in  developing  the  mental 
health  program  of  the  North  End  Community  Health  Center  (NECHC) 
in  Boston. 

The  initial  thrust  of  citizen  involvement  in  NHCs  has  traditionally 
been  to  try  to  improve  or  develop  high  priority  medical  and  dental 
services  for  their  community.  Despite  these  initial  priorities,  citizens  are 
often  aware  of  unserved  mental  health  needs  in  their  communities, 
particularly  the  highly  visible  needs  of  patients  suffering  from  chronic 
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mental  illnesses  and  the  needs  of  young  adults  and  families  in  meeting 
unusually  stressful  life  situations.  They  know  of  relatives  and  friends 
with  emotional  problems  who  would  not  seek  needed  help  from 
traditional  mental  health  service  providers,  for  fear  of  being  labeled 
“crazy,”  but  would  be  more  likely  to  seek  mental  health  services 
delivered  as  part  of  a total  health  care  package  of  medical,  dental,  and 
social  services  in  an  NHC. 

NHCs  governed  by  citizen  boards  usually  consult  local  mental  health 
professionals,  often  those  in  nearby  teaching  hospitals  or  CMHCs,  to 
collaborate  with  them  in  developing  mental  health  services.'*^  This 
collaboration  involves  an  initial  period  of  mutual  education  during 
which  those  community  residents  on  the  governing  board  learn  from  the 
professionals  about  the  nature  of  mental  illness  and  the  variety  of 
approaches  to  mental  health  treatment.  In  turn,  the  citizens  educate  the 
mental  health  providers  regarding  community  fears,  expectations  of 
services,  and  distinctive  ethnic,  socioeconomic,  or  geographic  conditions 
of  their  communities  to  be  taken  into  consideration  in  program 
planning  and  service  delivery.  For  example,  at  the  NECHC  in  Boston, 
which  is  located  in  a working-class  Italian-American  neighborhood,  the 
citizen  board  was  instrumental  in  educating  the  mental  health  profes- 
sionals regarding  widely  accepted  customs  and  superstitions,  which 
must  be  differentiated  from  psychopathology,  and  which  are  inherent  in 
the  Italian  culture. 

Because  of  their  involvement  in  the  planning  of  the  mental  health 
program  and  the  education  they  have  received  about  mental  health 
practices  as  the  program  has  developed,  the  citizen  board  members  are 
well  equipped  to  describe  effectively  the  program  to  their  neighbors  and 
act  as  a bridge  between  the  NHC’s  mental  health  service  providers  and 
the  community  by  publicly  vouching  for  it  as  a service  to  use.  Negative 
preconceptions  about  the  mentally  ill  and  mental  health  caregivers  that 
the  board  members  often  hold  in  common  with  their  fellow  citizens  are 
usually  dispelled  during  their  collaboration  with  professionals,  and  they 
are  often  able  to  communicate  their  confidence  in  the  program  to  other 
neighborhood  residents. 

The  tone  set  by  many  citizen  boards  is  to  create  an  environment  in 
which  patients  can  feel  that  they  have  come  to  a “health  supermarket” 
where  they  can  obtain  a range  of  services.  In  such  an  environment,  for 
example,  a patient  accustomed  to  visiting  the  NHC’s  gynecologist, 
internist,  or  nurse  practitioner  may  feel  sufficiently  comfortable  to  tell 
her  primary  caregiver  that  she  is  feeling  depressed  and  wishes  a mental 
health  consultation.  Thus,  by  consolidating  a mental  health  program 
into  an  ongoing  network  of  medical,  dental,  and  social  services,  a 
delivery  system  is  developed  which  provides  access  to  necessary  mental 
health  services  and  puts  mental  health  care  into  its  proper  perspective  as 
a natural  part  of  comprehensive  health  care. 
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The  involvement  of  neighborhood  citizens  in  mental  health  progiam 
planning  can  foster  an  emphasis  on  humane  care  for  the  chronically 
ill  and  on  the  preventive  aspects  of  mental  health  care.  Cx)ntrar\  to 
traditional  notions,  many  community  citizens  do  not  wish  to  remove 
chronically  ill  mental  patients  from  the  community.  Instead,  citizens 
tend  to  see  this  chronic  psychiatric  population  as  members  of  their 
community,  some  of  whom  are  their  neighlxrrs,  relatives,  and  friends. 
Since  citizens  continue  to  fear  mental  hospitalization,  there  is  often  an 
emphasis  on  humane  deinstitutionalization  and  effective  community 
care.  Community  boards  often  allocate  high  priority  to  early  treatment 
programs,  because  they  are  aw'are  that  such  services  were  not  previously 
available  and  future  need  for  chronic  care  might  be  decreased. 

Community  residents  also  tend  to  place  high  priority  on  preventive 
and  crisis  intervention  activities.  Ihey  have  personally  experienced 
many  of  the  neighborhood’s  and  culture’s  stressful  situations  and  have 
recognized  the  lack  of  easily  accessible  mental  health  resources  in  the 
community  to  help  citizens  cope  with  these  stresses  successfully.  Making 
such  early  mental  health  interventions  a part  of  the  general  health  care 
system  appears  to  greatly  facilitate  the  process  of  bringing  needy  persons 
into  care  before  the  precipitation  of  defined  symptoms  of  mental  illness. 
Citizen  boards  have  been  helpful  to  providers  in  delimiting  these  life 
stress  situations  and  pinpointing  specific  subpopulations  in  the 
community  at  high  risk  of  emotional  disturbance. 

In  addition  to  their  important  role  in  developing  NHC  mental  health 
priorities,  the  governing  boards  often  play  a critical  role  in  screening 
and  hiring  professional  and  paraprofessional  mental  health  staff.  In 
communities  with  distinctive  ethnic  or  racial  cultures,  citizen  boards 
have  been  especially  helpful  in  finding  competent  professionals  and 
paraprofessionals  from  the  community  to  be  mental  health  providers 
within  the  NHC.  There  are  several  advantages  of  hiring  indigenous 
persons  as  primary  therapists  in  the  neighborhood  setting.  I'hey  are 
familiar  with  the  community’s  attitudes  and  mores,  often  share  the  same 
ethnic  background  and  any  distinctive  language  of  their  patients,  and 
are  from  the  same  socioeconomic  class  as  the  majority  of  the  residents. 
Community  board  members  also  are  aware  of  some  of  the  potential 
liabilities  of  having  indigenous  professionals  and  paraprofessionals  as 
members  of  their  mental  health  staff.  Liabilities  may  include  preexisting 
prejudice  of  either  patient  or  therapist  about  the  other  arising  from  prior 
knowledge  outside  the  therapeutic  setting,  culturally  shared  blind  spots 
which  inhibit  therapy,  and  the  added  concerns  of  patients  about  the 
confidentiality  of  the  therapeutic  material  if  the  therapist  is  their 
neighbor.2^  Citizen  board  members  recognize  that  some  patients  do  not 
wish  to  be  treated  by  indigenous  persons;  hence  they  feel  it  is  necessary 
also  to  have  providers  on  the  mental  health  staff  who  are  not  from  the 
community.  This  allows  the  patient  the  opportunity  of  indigenous  or 
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nonindigenous  therapist  choice.  It  is  felt  that  this  mixture  of  indigenous 
and  nonindigenous  therapists  creates  a staff  with  the  capacity  to  provide 
services  which  are  culturally  congruent  but  also  are  not  oblivious  to 
blind  spots  of  culturally  accepted  pathology. 

Lastly,  citizen  board  members  have  emphasized  the  importance  of 
developing  alternate  portals  of  entry  into  mental  health  care  so  that 
appropriate  mental  health  services  may  be  available  to  citizens  who  do 
not  wish  to  seek  help  within  their  own  community.  This  involves  the 
development  of  efficient  referral  relationships  between  the  NHC  and 
other  high-quality,  low-cost  care  settings  outside  the  community 
(usually  at  an  allied  teaching  hospital,  CMHC,  or  a nearby  NHC). 

Training  in  Neighborhood  Heaith  Centers 

Recent  trends  point  to  an  increasing  need  to  improve  the  training  of 
both  health  and  mental  health  professionals  in  the  collaborative 
provision  of  primary  health  services.  Federal  legislation  has  mandated 
the  training  of  more  primary  care  health  professionals  to  meet  patients’ 
health  needs,  many  of  which  are  either  directly  emotional  in  nature  or 
have  important  psychosocial  components.  Concurrently,  psychiatry  has 
begun  a move  back  toward  its  medical  roots  through  collaboration  with 
other  physicians,  usually  via  consultation-liaison  efforts  in  general 
hospital  settings. 

Despite  these  trends,  most  of  the  training  for  primary  care 
professionals  and  psychiatrists  occurs  in  relative  isolation  from  both 
each  other  and  the  primary  care  setting.  Primary  care  physicians 
(internists,  pediatricians,  and  family  practitioners)  still  receive  much  of 
their  training  in  intensive  and  specialized  (hospital)  care  settings. 
Psychiatrists  and  other  mental  health  professionals  train  either  in 
teaching  or  mental  hospital  loci  or  in  freestanding  CMHCs  which  have 
no  health  component,  rather  than  in  a primary  health  care  setting.  None 
of  these  typical  training  settings  or  formats  prepares  the  health  or 
mental  health  professional  for  the  realities  or  opportunities  for  collabo- 
ration and  coordinated  care  provision  available  in  a conjoint  health  and 
mental  health  primary  care  setting.  In  addition,  neither  the  primary 
physician  nor  the  psychiatrist  usually  has  had  the  preparation  in 
epidemiology  or  ethnicity  necessary  to  focus  practice  on  health  rather 
than  illness  and  to  understand  cultural  interactions  with  both. 

It  is  our  experience  that  mental  health  professionals,  especially 
psychiatric  residents,  can  benefit  greatly  by  having  part  of  their  training 
within  an  NHC  or  other  primary  health  care  delivery  system.  Such 
settings  can  provide  excellent  opportunities  for  evaluation  and 
diagnosis  of  acute  illness,  crisis  intervention  with  the  ability  to  involve  a 
variety  of  others  who  are  important  in  the  patient’s  care,  and  family- 
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centered  work  in  which  access  to  the  lainily  in  the  clinic  or  patients’ 
homes  is  improved.  I raining  in  such  a setting  will  not  only  permit  the 
mental  health  proiessional  to  see  unscreened  patients  at  an  early  stage  ol 
illness  but  will  also  let  him  lollow  up  chronically  ill  patients  within  the 
milieu  in  which  they  must  survive.  I raining  in  this  setting  also  allows 
the  mental  health  professional  to  interact  and  learn  to  beneficially 
consult  with  important  community  caregivers,  such  as  school  teachers, 
clergy,  public  health  nurses,  and  others  who  have  frequent  contact  with 
citizens  experiencing  emotional  difficulties.  It  provides  opfxjrtunities  for 
mental  health  professionals  to  consult  and  collaborate  with  primary 
physicians  who  are  early  casefinders  of  mental  disorders  and  frequent 
ongoing  managers  of  patients  with  emotional  problems.  The  primary 
health  care  setting  fosters  collaborative  skills  in  working  with  health 
providers  to  develop  methods  to  improve  patient  compliance  with 
needed  medical  regimens  and  to  decrease  health-stressing  life  habits 
(e.g.,  smoking,  overeating,  drinking). 

Without  question,  there  are  many  important  psychiatric  skills  which 
cannot  optimally  be  learned  in  an  NHC,  such  as  long-term,  analytically 
oriented  psychotherapy,  inpatient  psychiatric  skills,  consultation  to 
medical  specialists  concerning  inpatient  medical  care  or  postoperative 
care.  However,  just  as  a consultation-liaison  teaching  service  provides 
the  resident  with  opportunities  to  learn  to  be  useful  to  physicians  and 
surgeons  in  treating  highly  specialized  illness  (e.g.  postcoronary  bypass 
delirium,  steroid  psychosis)  within  intensive,  second,  and  third  level  care 
treatment  centers,  an  NHC  rotation  can  teach  the  psychiatrist-in- 
training to  become  more  proficient  in  helping  primary  physicians  deal 
with  the  more  commonly  seen  emotional  problems  brought  to  their 
practices,  such  as  pathologic  grief  reactions,  impotence,  intrafamily 
conflict,  etc. 

Nonpsychiatric  health  professionals,  especially  primary  physicians, 
also  can  benefit  from  spending  part  of  their  training  in  an  NHC  in 
which  mental  health  services  are  a coordinated  component.  By  training 
in  a care  setting  which  is  imbedded  in  the  patients’  social  environment, 
the  primary  physician  is  able  to  appreciate  the  effects  of  ethnic  and 
cultural  issues  on  the  expression  of  or  denial  of  illness  and  understand 
the  necessity  of  negotiating  a workable  treatment  plan  with  the  patients 
and  their  families,  since  the  consequences  of  noncompliance  are  less 
escapable  when  care  takes  place  in  the  patients’  social  milieu.  Training 
in  this  care  setting  also  provides  the  primary  physician  opportunities  to 
see  the  early  stages  of  illness;  to  learn  how  to  collaborate  effectively  with 
public  health  nurses,  social  workers,  and  other  allied  extenders  of 
medical  care  to  help  people  live  with  chronic  illness  outside  of 
institutions;  and  to  understand  the  benefit  or  problems  for  terminal 
patients  in  choosing  to  die  at  home.  When  practicing  under  an  NHC’s 
fiscal  restraints  to  meet  all  of  its  population’s  health  needs  with  limited 
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resources,  primary  care  physician  trainees  can  learn  to  use  selectively 
those  laboratory  procedures  and  medications  which  are  least  expensive 
and  most  necessary  for  good  treatment.  He  also  learns  to  encourage 
patients  to  seriously  consider  preventive  health  measures. 

Health  and  mental  health  professionals  usually  bring  a priori 
antagonisms  into  such  conjoint  settings  which  must  be  overcome  if 
there  is  to  be  coordination  of  care  and  health-mental  health  collabora- 
tion.'* Hawkins  has  discussed  the  frequent  tension  between  psychiatrists 
and  other  physicians  who  have  both  undergone  a similar  core  of  medical 
training.''^  In  their  meetings,  both  may  feel  some  level  of  guilt  at  not 
having  retained  full  competence  in  the  other’s  specialty  area  from  their 
common  medical  school  training;  e.g.,  physicians  have  forgotten 
psychodynamic  theories  once  learned,  and  psychiatrists  have  not 
retained  a working  knowledge  of  digitalis  doses.  In  such  situations 
where  there  is  some  overlap  of  expertise  and  training,  but  also  fear  and 
guilt  about  being  found  deficient  by  one’s  colleague,  physicians  and 
psychiatrists  often  retreat  from  the  collaborative  interface  to  a defensive 
profusion  of  noncommunicative  jargon  peculiar  to  their  own  specialty. 

Similarly,  both  physicians  and  psychiatrists  trained  in  other  settings 
frequently  have  had  little  experience  with,  and  unfortunately  often  show 
minimal  respect  for,  nonmedical  caregivers,  specifically  those  indige- 
nous nonprofessionals  who  can  be  very  helpful  in  a neighborhood 
health  and  mental  health  setting.  Physicians  fear  that  nonprofessionals 
will  try  to  provide  professional  services  without  proper  training  (thereby 
belittling  the  physician’s  extensive  training)  and  that  social  etiologies 
will  be  given  primary  consideration  over  medical  and  psychological 
ones.  From  their  point  of  view,  nonphysician  professionals  (nurses, 
psychologists,  social  workers,  occupational  therapists)  and  nonprofes- 
sionals often  feel  that  physicians  will  not  really  listen  to  their  assessment 
of  problems,  will  belittle  them  behind  their  backs,  and  will  maintain 
control  out  of  status  needs  in  areas  where  they  do  not  have  expertise. 

Trainee  comfort  in  acknowledging  areas  of  expertise,  deficiency,  and 
in  learning  how  to  be  the  most  useful  in  consultative  and  collaborative 
endeavors  is  fostered  within  a conjoint  health-mental  health  setting 
when  coordination  of  care  is  valued,  collaborating  role  models  are 
available,  and  size  and  proximity  allow  personal  relationships  to 
supersede  previous  training  and  status-induced  prejudices.  The  NHC 
setting  also  helps  primary  physicians  and  psychiatrists-in-training  learn 
to  treat  a range  of  common  emotional  problems  seen  in  primary 
practice.  It  provides  them  the  opportunity  to  collaborate  in  understand- 
ing and  treating  the  patient’s  emotional  concerns  which  in  noncoordi- 
nated  settings  usually  have  to  be  faced  (or  ignored)  by  the  primary 
physician  alone.  Examples  of  such  conditions  include:  use  of 
psychoactive  medications  in  depression,  agitation,  and  anxiety;  support 
of  families  in  crisis;  alcoholism  and  drug  addiction;  life  habit  and 
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compliance’  issues.  In  ihe  NHCi,  the  primary  physician  has  ihe 
opporiunity  lo  work  with  psycliiairists  who  also  are  on  the  Iroiuline  and 
are  able  to  provide  him  with  concrete,  practical,  consultative  recommen- 
dations in  understandable  language.  It  provides  one  ol  the  lew  training 
settings  in  which  jjrimary  physicians  and  psychiatrists  work  closely 
enough  together  lo  share  inlormaiion  about  patients  and  to  become 
comfortable  with  each  other  as  colleagues. 

Lastly,  there  is  a need  lor  subspecialiy  training  programs  to  provide 
health  and  mental  health  clinicians  with  the  executive  leadership  skills 
necessary  to  plan,  administer,  and  evaluate  these  costly  and  complex 
primary  health  delivery  systems.  Both  medical  and  mental  health 
professionals  too  often  have  become  the  executive  leaders  of  such 
delivery  systems  by  advancing  beyond  their  area  of  clinical  expertise  into 
administrative  and  planning  positions  for  which  they  have  neither  the 
skills  nor  aptitude.  Disasters  resulting  from  such  experiences  have  fueled 
counterforces  demanding  bureaucratic  control  over  all  aspects  of  health 
service  delivery,  with  the  often-heard  slogan  that  health  is  too  important 
to  leave  to  the  physicians.  Selected  health  and  mental  health 
professionals  should  receive  executive  and  public  health  training. 
Combining  their  clinical  expertise  with  their  knowledge  of  health  care 
planning,  administration,  and  evaluation  would  be  an  attractive 
alternative  to  having  future  complex  delivery  systems  staffed  either  by 
incompetent  clinicians  or  by  insensitive  administrators  without  clinical 
skills.  The  NHC  is  an  excellent  locus  for  part  of  such  subspecialty 
training,  as  it  involves  opportunities  to  plan  and  evaluate  coordinated 
service  delivery  and  work  out  collaborative  relationships  w’ith  citizens’ 
groups  to  provide  relevant  and  efficient  services. 
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Chapter  IV 

Policy  Issues  and  Alternatives 


The  report  has  described  the  NHC  experience  from  a variety  of 
clinical,  research,  and  administrative  perspectives.  Policy  issues  which 
may  have  relevance  to  national  planning  for  mental  health  are  raised  by 
the  NHC  experience  in  attempting  to  provide  coordinated  health  and 
mental  health  services  within  a neighborhood  setting.  In  this  chapter  we 
draw  on  our  accumulated  favorable  experience  with  the  NHC  delivery 
system,  our  enthusiasm  for  its  potential,  and  our  beginning  evaluative 
research  efforts  as  presented  in  the  body  of  this  report  to  discuss  10  policy 
issues  and  to  propose  alternatives  to  current  policy  for  consideration  by 
national  mental  health  planners. 


ISSUE:  What  Should  Be  the  Preferred  Setting  for  the 
Delivery  of  Outpatient  Mentai  Heaith  Services? 

Traditionally,  mental  health  has  been  theoretically  and  organization- 
ally split  off  from  the  other  medical  specialties  as  a separate  branch  of 
health  care.  Theoretically,  the  dominant  psychodynamic  models  most 
often  used  by  mental  health  professionals  focus  on  intrapsychic 
variables  as  the  etiology  and  remedy  to  mental  disorder,  and  their 
therapeutic  approach  seems  to  have  kinship  more  with  educational  than 
with  medical  interventions.  Some  humanistic  and  social  psychological 
models  maintain  that  the  medical  model  is  inappropriate  for  under- 
standing and  helping  people  whose  so-called  emotional  problems  are 
not  individual  illnesses  but  problems  of  living  in  today’s  society.  They 
see  such  problems  as  indicators  of  societal  problems  which  should  be 
treated  by  changing  the  social  environment  rather  than  attempting  to 
make  the  individual  less  deviant. 

The  organizational  division  in  the  public  financing  and  delivery  of 
health  and  mental  health  services  has  a political  foundation.  At  both 
Federal  and  State  levels,  the  relatively  young  mental  health  field  has 
sought  separate  political  and  fiscal  nurturance  in  the  last  few  decades  in 
order  to  define  itself  as  an  important  and  generally  underserved  area  of 
care.  This  separation  was  translated  into  national  policy  by  the 
establishment  of  a separate  mental  health  delivery  system  under  the 
CMHC  legislation. 

The  current  scientific  and  political  climate,  however,  does  not  support 
either  a theoretical  or  organizational  mind-body  dichotomy.  The 
movement  toward  improving  the  quality  and  quantity  of  primary  health 


45 


care  promotes  the  view  that  the  individual  is  more  the  sum  of  his  parts 
and  that  health  care  should  have  a coordinated,  holistic  focus.  In 
previous  chapters  we  presented  descriptive  vignettes  and  initial  research 
data  from  NHCs,  indicating  ways  in  which  a mental  health  unit 
integrated  into  a primary  health  care  system  can  provide  such  a focus. 
The  coordinated  health-mental  health  setting  for  services  does  not  imply 
that  all  emotional  problems  need  to  be  ascribed  to  individual  illnesses  or 
require  a medical  model  of  treatment;  the  NHC>  setting  is  one  which  also 
strongly  favors  the  exploration  of  psychological  and  socioenvironmen- 
tal  factors.  The  mental  health  unit  in  an  NHC  is  in  a unique  position  to 
employ  both  a public  health  approach  to  examine  and  intervene  in 
socioenvironmental  aspects  of  emotional  problems  and  a clinical 
approach  to  medically  and  psychologically  treat  patients  with  defined 
illness.  We  have  found  the  NHC  system  to  be  extremely  effective  in 
treating  patients  from  multiproblem  families  in  which  socioenviron- 
mental factors  play  an  important  role  in  the  illness  process,  as  well  as 
patients  who  have  emotional,  medical,  or  psychosomatic  illness  in 
which  close  liaison  with  the  primary  physician  facilitates  maximal 
therapeutic  benefit.  Such  a coordinated  system  is  particularly  relevant  to 
two  underserved  groups:  children,  whose  emotional,  physical,  and 
developmental  status  are  intertwined,  and  the  elderly,  whose  problems 
often  have  physical,  emotional,  and  social  components  requiring 
differentiation  and  multiple  types  of  intervention. 

The  presence  of  mental  health  professionals  in  an  NHC  raises  the 
awareness  of  primary  health  providers  about  mental  disorders  and  the 
emotional  concomitants  of  physical  illness,  and  decreases  the  stigma  for 
patients  seeking  mental  health  care.  This  makes  the  coordinated  setting 
an  excellent  one  for  patients  with  chronic  illness  in  need  of  long-term 
followup  care  as  well  as  patients,  fearful  of  the  stigma  of  using 
freestanding  mental  health  facilities,  who  will  use  a familiar,  trusted 
health  setting  for  such  care.  The  availability  of  “one  stop’’  centers  which 
have  a variety  of  caregivers  with  the  potential  to  provide  multiproblem 
families  with  health,  mental  health,  and  health  related  social  services 
maximizes  the  potential  for  unduplicated,  intensively  focused  interven- 
tions. In  addition,  NHC  programs  have  the  capability  to  develop 
programs  which  reach  out  into  the  neighborhood  to  specific  subpopula- 
tions in  need  of  care  and  to  assist  primary  physicians  in  helping  these 
patients  minimize  health-stressing  life  habits.  I'his  ability  to  holistically 
combine  medical,  psychological,  and  socioenvironmental  approaches  to 
patients’  problems  contributes  to  the  accessibility,  acceptability,  and 
high  utilization  rates  of  mental  health  services  in  NHCs. 

Alternatives  to  Current  Policy 

(a)  National  policy  could  support  the  provision  of  primary  mental 

health  services  within  comprehensive  primary  health  care  settings  at 
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the  local  level,  such  as  NHCs.  Such  coordinated  care  settings  could  be 
seen  as  preferable  to  freestanding  mental  health  delivery  sites  for  this 
purpose. 

(b)  Federally  supported  studies  could  be  undertaken  to  assess  the 
national  needs  for  and  optimal  distribution  of  such  primary  health 
and  mental  health  care  settings. 


ISSUE:  What  Should  Be  the  Organizational 
Relationship  Between  CMHCs  and  the  NHCs 
Within  Their  Catchment  Areas? 

In  catchment  areas  in  which  CMHCs  and  NHCs  coexist,  it  follows 
from  the  above  that  the  CMHC  should  support  the  NHC  as  the  logical 
locus  for  the  provision  of  those  primary,  ambulatory  mental  health 
services  most  often  sought  and  most  appropriately  delivered  in  a 
decentralized,  subcatchment-sized,  neighborhood-based  setting.  The 
CMHC  itself  usually  serves  too  large  a catchment  area,  and  its  subcatch- 
ment satellites  lack  the  advantages  of  a health  setting  enumerated  above 
so  that  neither  is  a comparable  locus  for  the  delivery  of  primary  services. 
A CMHC  should  be  closely  linked  to  the  NHCs  in  its  catchment  area  to 
provide  continuity  of  second  and  third  level  care  when  needed  and  to  be 
able  to  return  patients  for  ongoing  primary  mental  health  services  to  the 
NHC  delivery  site.  For  psychotic  or  retarded  patients  who  need 
specialized,  inpatient,  or  rehabilitative  care  in  the  CMHC,  continuity  of 
care,  easy  access  between  levels  of  care,  and  free  communication  of 
relevant  data  between  caregivers  are  essential. 

Unfortunately,  current  Federal  legislation  (P.L.  94-63)  suggests  but 
does  not  require  or  fiscally  support  close  liaison  between  CMHCs  and 
NHCs.  There  are  no  inducements  for  the  CMHC  to  place  fiscal  or 
manpower  resources  in  the  NHC  to  provide  a subcatchment’s  primary 
health  services  or  for  the  two  separately  funded  systems  to  coordinate 
their  services  across  care  levels.  There  are  neither  current  incentives  nor 
legislative  requirements  for  the  fiscally  strapped  NHCs  to  undertake  the 
important  but  nonreimbursable  public  health  aspects  of  primary  mental 
health  care.  A recent  co-sponsored  initiative  (by  the  Bureau  of 
Community  Health  Services  (BCHS)  of  the  DHEW  Health  Services 
Administration  and  the  Division  of  Mental  Health  Service  Programs  of 
the  NIMH)  provides  limited  grants  to  link  50  CMHCs  and  NHCs 
nationwide.  This  is  a step  in  the  right  direction,  but  the  scale  of  these 
projects  and  short-term  special  funding  may  not  provide  the  ongoing 
support  needed  to  maintain  these  intersystem  linkages. 

Alternatives  to  Current  Policy 

(a)  Legislation  could  be  enacted  to  mandate  clearly  and  support  with 

funding  incentives  the  coordination  of  mental  health  services  between 
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the  CMHCs  and  NHCs  in  its  catchment  area. 

(b)  Specific  language,  which  clearly  mandates  this  linkage  and 
allocation  of  CMHC  resources  to  the  NHC^  for  the  provision  of 
primary  mental  health  services  in  that  setting,  could  be  written  into 
the  CMHC  Acts  and  NIMH  guidelines. 

(c)  NHC  legislation  and  BCHS  guidelines  could  be  revised  to  clearly 
mandate  this  linkage  with  CMHCs  and  the  inclusion  of  primary 
menial  health  services  within  the  NHC^s  comprehensive  health 
responsibility. 

(d)  CMHC  boards  could  have  formal  representation  from  NHC^ 
citizen  boards  to  represent  each  neighborhood’s  specific  needs  for 
health  and  mental  health  services. 

(e)  Health  Systems  Agencies  (HSAs)  could  be  mandated  to  encourage 
such  coordination  of  mental  health  services  within  their  areas  of 
responsibility. 


ISSUE:  What  Mechanisms  Should  Be  Instituted  to 
Support  Indirect  Services  Which  Coordinate  Primary 
Health  and  Mental  Health  Care  Within  NHCs? 

As  detailed  in  this  report,  the  potential  service  advantages  of 
coordinated  care  possible  in  the  NHC  which  provides  primary  health, 
mental  health,  and  health-related  social  services  in  the  same  setting  are 
dependent  on  intracenter  attempts  to  coordinate  the  care  of  a variety  of 
providers.  In  addition  to  building  in  structural  pathways  for  coordinat- 
ing communication,  e.g.,  a common  medical-mental  health  record,  the 
NHC  must  be  willing  to  allocate  the  time  and  manpower  resources  to 
allow  consultative  and  collaborative  contact  among  caregivers  necessary 
to  coordinate  multiple  aspects  of  care.  We  estimate  that  approximately 
one-third  of  staff:  effort  should  be  devoted  to  such  coordinating  and 
health-promoting  indirect  services. 

Multidisciplinary  health  teams,  health-mental  health  consultation,  or 
even  the  time  necessary  for  two  clinicians  to  be  away  from  reimbursable 
direct  service  to  discuss  and  plan  for  a jointly  served  patient  are  all 
expensive,  indirect  services  which  are  not  funded  by  current  reimburse- 
ment schemes  and  are  usually  “bootlegged”  from  diminishing  Federal 
or  State  grant  monies.  By  necessity,  as  NHC  funding  gets  increasingly 
tight,  these  nonself-supporting  indirect  services,  critical  to  the  coordina- 
tion of  primary  health  care,  will  be  the  first  to  disappear. 

Alternatives  to  Current  Policy 

(a)  Specific  funding  mechanisms,  not  currently  available,  could  be 
supported  at  the  Federal  level  to  fund  the  crucial  indirect  services  of 
consultation,  collaboration,  and  coordination  of  primary  health, 
mental  health,  and  health-related  social  services  in  the  NFIC  (some 
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funding  possibilities  for  such  support  are  outlined  below  under 
“Alternative  Funding  Mechanisms”). 

(b)  Federally  supported  studies  could  be  undertaken  to  ascertain  the 
optimal  ratio  of  direct  to  indirect  mental  health  services  in  such 
coordinated  care  settings. 


ISSUE:  What  Should  Be  the  Relationship  and  Role  of 
Citizens  in  the  Delivery  of  Primary  Mental  Health 
Services  in  NHCs? 

The  high  priority  of  health  concerns  to  neighborhood  citizens  and  a 
trusting  relationship  between  subcatchment-sized  NHCs  and  their 
consumers  can  stimulate  citizens  to  get  closely  involved  with  their 
NHCs  mental  health  program  in  the  variety  of  ways  described  in  this 
report.  In  turn,  this  close  involvement  and  familiarity  with  the  NHC  can 
make  it  a more  accessible  and  acceptable  site  for  receiving  mental  health 
services.  Citizens  can  be  involved  in  determining  an  NHCs  operational 
policy  and  can  specifically  play  valuable  roles  in  mental  health  planning 
and  community  education  about  mental  health  and  illness.  We  believe 
that  dichotomous  struggles  over  “consumer  control”  or  “professional 
control”  of  health  and  mental  health  services  are  fruitless  and  wasteful 
exercises  which  prevent  needed  citizen  and  professional  collaboration 
and  sharing  of  their  individual  expertise. 

A major  national  effort  to  increase  the  citizen’s  role  in  health  care 
delivery  has  been  the  institution  of  HSAs.  Despite  the  high  prevalence  of 
mental  disorders  and  the  frequent  intertwining  of  emotional  problems 
with  those  of  general  health,  current  guidelines  do  not  mandate  that 
either  citizen  or  professional  representatives  of  mental  health  concerns 
and  services  have  membership  in  HSAs. 

Finally,  indigenous  professional  and  paraprofessional  therapists  have 
proven  uniquely  helpful,  especially  in  ethnic  or  racially  homogenous 
neighborhoods,  in  providing  both  health  and  mental  health  services  in 
NHCs.  Current  funding  schemes  which  reimburse  only  the  direct 
services  of  doctoral  level  professionals  usually  do  not  support  any  of  the 
direct  or  indirect  services  of  indigenous  clinicians  who  often  have 
important  knowledge  of  and  access  to  ill  patients  in  the  community. 

Alternatives  to  Current  Policy 

(a)  Federal  guidelines  could  mandate  that  both  citizens  and  profes- 
sionals representing  mental  health  interests  and  concerns  be  members 
of  all  HSAs. 

(b)  Funding  mechanisms  could  be  devised  to  support  the  therapeutic 
activities  of  indigenous  clinicians  (funding  possibilities  for  such 
support  are  outlined  below  under  “Alternative  Funding  Mecha- 
nisms”). 
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ISSUE:  What  Should  Be  the  Role  of  NHCs  in  the  Care  of 
the  Chronic  or  Deinstitutionalized  Mental  Patient? 


The  neigliborhood  location  and  availability  ol  coordinated  inetiial 
health,  general  health,  and  social  services  make  the  NHCan  excellent 
site  for  the  organization  of  many  aspects  of  the  care  needed  by 
neighborhood  patients  with  chrcjnic  mental  illness.  I he  NHCican  work 
with  other  neighborhood  agencies  to  develop  day  treatment  programs 
and  other  support  systems  which  can  focus  on  improving  the  patient’s 
basic  living  skills  for  optimal  adjustment  in  that  neighborhcjcxl.  With 
psychiatric  consultation,  NHC’s  primary  physicians  can  handle  long- 
term monitoring  cjf  some  psychcjactive  medications.  Rehabilitative 
services,  such  as  halfway  houses  and  sheltered  workshops,  are  too 
expensive  to  be  decentralized  to  each  neighborhood  and  sliould  be 
provided  at  second,  third,  and  fourth  level  of  care  facilities  linked  to 
several  NHC^s. 

Many  NHCs,  however,  do  not  currently  have  the  resources  to  organize 
and  undertake  appropriate  services  for  chronic  patients.  A day  treatment 
program  demands  specific  programing  and  staffing  de\c)Uxl  to  the 
multiple  needs  of  chronically  ill  patients  so  that  it  is  effective  and  does 
not  intrude  on  the  efficient  operation  of  other  aspects  of  the  health 
delivery  system.  If  funding  is  not  available  for  indirect  consultative 
services,  primary  physicians  are  often  fearful  of  prescribing  long-term 
psychoactive  medications. 

Alternatives  to  Current  Policy 

(a)  Funding  incentives  could  be  devised  to  stimulate  NHC-organized 
day  treatment  programs  and  to  develop  a variety  of  neighborhood 
support  systems  which  could  be  tailorecl  to  meet  the  specific  needs  of 
chronically  ill  patients  in  that  neighborhood  (see  below,  “Alternative 
Funding  Mechanisms”). 


ISSUE:  What  Can  Be  Extended  from  the  NHC 
Experience  for  Application  to  Other  Primary  Care 
Settings  and  Other  Socioeconomic  Class 
Consumers  of  Service? 

Two  major  reasons  why  NHCs  are  able  to  effectively  deliver  primary 
mental  health  services  are:  1)  They  are  part  of  primary  health  care 
programs;  and  2)  they  are  decentralized  into  neighborhoods  and  assume 
responsibility  for  a circumscribed  and  manageable  population  base. 
Since  many  of  the  NHCs  described  in  this  paper  were  initiated  by 
Federal  programs  in  low-income  or  working-class  areas,  it  is  assumed  by 
many  that  they  can  survive  only  under  this  method  of  funding,  or  they 
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are  applicable  only  to  the  poor.  This  assumption  can  be  seen  as 
erroneous  if  one  looks  at  the  basic  factors  behind  the  success  of  the 
mental  health  services:  neighborhood  location  and  responsibility  and 
coordination  of  mental  health  with  primary  health  care  services.  These 
factors,  especially  the  latter,  are  shared  by  a number  of  other  primary 
health  care  systems  which  serve  a range  of  socioeconomic  groups,  some 
of  which  have  described  advantages  similar  to  those  of  the  NHC  in 
providing  coordinated  health-mental  health  services. 

There  are  a number  of  descriptions  of  Health  Maintenance 
Organizations  (HMOs)  which  detail  examples  of  improved  accessibility, 
early  detection,  coordination  of  care,  and  prevention.  Although  they 
differ  in  not  having  a neighborhood  location,  HMOs  do  have  the 
common  advantage  of  focusing  on  a defined  population  (enrollees)  and 
providing  a close  association  between  mental  health  services  and 
primary  health  care.  Like  the  NHCs,  their  access  to  demographic  and 
health  status  information  about  their  population  enables  them  to  plan 
prospectively,  to  tailor  specific  programs  to  meet  specific  subpopulation 
needs,  and  to  evaluate  the  broad  impact  of  care.  Usually  based  on 
prepaid  fees,  they  also  are  often  quite  interested  in  health-maintaining, 
preventive  programs  which  will  reduce  the  need  for  clinical  services  and 
eliminate  duplication  of  effort.  Other  forms  of  primary  health  care 
delivery  which  coordinate  health  and  mental  health  services  are  (1) 
locally  based  multispecialty  group  practices  which  sometimes  include 
mental  health  and  social  services  as  these  become  more  fully  covered 
under  private  health  insurance,  and  (2)  general  hospitals,  some  of  which 
are  developing  primary  care  comprehensive  ambulatory  care  clinics  that 
include  integrated  mental  health  components. 

The  primary  care  programs  referred  to  above  are  all  based  on  a group 
practice  model  and  thus  allow  integral  mental  health  components  to 
work  with  health  care  providers  to  reach  patients.  The  great  majority  of 
health  care,  however,  is  delivered  by  solo  physician  practitioners  who  are 
also  frontline  providers  of  mental  health  care.  CMHC  programs  have 
had  difficulty  relating  to  a number  of  providers  at  scattered  sites,  and 
many  programs  have  not  attempted  to  develop  linkages  to  these  private 
practitioners.  There  are,  however,  models  in  both  urban  and  rural  areas 
which  relate  mental  health  backup,  consultation,  and  referral  resources 
to  private  physicians  in  a planned,  rational  manner,  and  these  could  be 
explored  on  a wider  basis. 

There  are  some  parts  of  the  country,  especially  rural  areas,  which  have 
functioning  CMHCs  but  may  not  have  NHCs  at  this  time.  These 
CMHCs  might  well  consider  ways  to  work  with  citizens  and  other 
agencies  to  provide  basic  primary  health  services,  i.e.,  pediatrics  and 
family  medicine,  in  their  decentralized  satellites  as  a way  to  gain  some  of 
the  advantages  of  a conjoint  health-mental  health  system.  Such  an 
addition  might  have  the  added  advantage  of  bringing  new  physicians 
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and  consumers  of  care  into  contact  with  the  mental  health  delivery 
system. 

Alternatives  to  Current  Policy 

(a)  Comparative  studies  of  different  conjoint  health  and  mental 
health  delivery  systems  could  be  mounted  to  understand  better  the 
applicability  of  the  NHC  model  to  other  socioeconomic  class 
consumers. 

(b)  Both  CMHCs  and  NHCs  could  be  strongly  encouraged  to  set  up 
consultative  relationships  with  the  solo  primary  physicians,  private 
group  practices,  and  HMOs  in  the  areas  they  serve. 

(c)  The  BCHS  could  make  pilot  grants  available  to  CMHCs  in  areas 
without  NHCs  to  convene  citizens  and  other  caregiving  agencies  in 
order  to  develop  ways  to  provide  decentralized  health  and  mental 
health  services  in  a conjoint  setting. 


ISSUE:  What  Should  Be  the  Training  Roie  of  NHCs? 

As  detailed  above,  NHCs  present  certain  unique  training  opportuni- 
ties for  primary  health  professionals,  mental  health  professionals,  and 
indigenous  nonprofessionals.  Although  we  believe  that  certain  aspects 
of  professional,  clinical  training  will  continue  to  be  best  provided  in 
second,  third,  and  fourth  level  of  care  settings,  the  NHC  can  provide 
excellent  opportunities  for  learning  frontline,  acute  therapeutic  skills 
relevant  to  the  patient’s  social  environment  as  well  as  collaborative  skills 
for  the  conjoint  treatment  of  health  and  mental  health  problems.  It  is 
also  an  excellent  subspecialty  training  site  for  a selected  group  of  health 
and  mental  health  professionals  to  gain  leadership  experience  in  health 
system  management. 

Alternatives  to  Current  Policy 

(a)  All  primary  care  and  mental  health  professionals  could  receive  a 
portion  of  their  formal  specialty  training  in  primary  health  care 
settings  which  provide  coordinated  health  and  mental  health  services. 

(b)  Subspecialty  programs  to  develop  clinician-executives  who  can 
effectively  lead  such  conjoint  health  delivery  systems  could  be  given 
high  priority  for  funding  by  Federal  manpower,  training,  and 
education  agencies  such  as  NIMH. 


ISSUE:  What  Are  Specific  Research  and  Evaiuation 
Needs  Concerning  the  Delivery  of  Mental  Health 
Services  as  Part  of  Primary  Heaith  Care? 

While  the  data  presented  in  this  report  document  high  rates  of 
treatment  of  patients  with  mental  disorders  in  the  NHC’s  health-mental 
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health  service  system,  there  are  a number  of  key  questions  which  need 
further  investigation.  The  high  utilization  rates  and  the  additional  costs 
for  coordination  of  health  and  mental  health  services  make  this  conjoint 
care  model  an  expensive  one  in  terms  of  direct  costs.  Comparisons 
should  be  made  between  freestanding  mental  health  services  and  the 
conjoint  model  on  a number  of  outcome  parameters.  Which  model  best 
decreases  psychiatric  morbidity  and  mortality  in  a defined  population? 
Are  certain  socioeconomic  or  ethnic  groups  better  served  by  one  model 
than  the  other?  Which  model  most  effectively  treats  which  kinds  of 
mental  disorder?  How  extensively  are  the  health  needs  of  psychiatric 
patients  met  when  mental  health  services  are  delivered  separately  from 
health  services?  With  which  model  are  patients  more  satisfied?  Which 
model  best  meets  the  multiple  needs  of  the  chronic  patient  in  the 
community?  What  are  the  long-term  direct  and  indirect  costs  of  each 
type  of  service  system? 

A second  important  area  of  investigation  relates  to  the  differentiation 
between  patients  best  handled  by  primary  health  care  providers,  those 
treated  by  mental  health  specialists,  and  patients  for  whom  collaborative 
efforts  of  both  provider  types  are  needed.  Differentiation  of  the  mental 
health  skills  of  the  primary  health  care  provider  from  those  of  the  mental 
health  specialist  can  help  to  insure  the  appropriate  use  of  mental  health 
manpower  in  serving  patients  effectively  and  at  reasonable  cost.  The 
internist,  pediatrician,  or  nurse  practitioner  is  most  likely  to  be  the 
patient’s  first  mental  health  contact  in  the  conjoint  health  care  setting. 
Both  the  health  provider’s  knowledge  of  the  patient  and  a trusting, 
nonthreatening,  long-term  relationship  allow  rapid  exploration  and 
assessment  of  psychiatric  problems.  In  many  cases,  immediate  mental 
health  intervention  by  the  health  provider  can  avoid  the  cost,  delay,  and 
resistance  which  might  be  associated  with  referral  to  a mental  health 
provider.  In  the  conjoint  health  setting,  consultation  with  a mental 
health  professional  can  occur  without  interrupting  the  patient’s 
relationship  with  his  health  provider.  In  addition,  the  primary  health 
caregivers  can  receive  training  from  the  mental  health  professionals 
about  how  they  can  deal  with  emotional  problems  encountered  in  their 
medical  practice.  Further,  for  more  complex  psychiatric  problems,  the 
potential  for  either  referral  or  collaborative  treatment  exists  in  the  NHC 
setting. 

Some  differentiation  of  mental  health  skills  is  needed  to  prevent  role 
diffusion  between  health  and  mental  health  providers  in  the  conjoint 
health  setting.  While  differences  in  the  health  provider’s  prior  mental 
health  training,  interest  in  psychosocial  issues,  mental  health  skills  and 
sensitivities,  and  workload  must  be  taken  into  account,  some  general 
guidelines  can  be  suggested.  The  mental  health  role  of  the  health 
provider  usually  centers  around  casefinding  and  initial  diagnosis  of 
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menial  disorder,  brief  inierventions  into  developmenial  issues,  crises  and 
situational  problems,  preventive  education,  and  medication  followup  of 
appropriate  psychiatric  patients.  1 he  health  provider’s  treatment  focus 
is  usually  on  those  psychological  problems  which  respond  to  the 
techniques  of  therapeutic  listening,  advice,  and  suggestion  without 
reference  to  unconscious  conflicts.  Mental  health  professionals  usually 
assume  major  responsibility  for  long-term  psychoiherapies,  hospitaliza- 
tion of  more  severely  disturbed  patients,  broad-based  prevention  and 
rehabilitation  programs,  mental  health  consultation  to  other  care 
providers,  supervision  of  mental  health  care,  and  quality  control. 
Collaborative  treatment  by  health  and  mental  health  providers  can  be 
applied  to  psychosomatic  problems,  e.g.,  obesity,  noncompliance  with 
needed  medical  regimens,  excessive  use  of  tobacco  and  alcohol,  and 
patients  with  combined  medical  and  mental  disorders. 

I'he  relevant  research  questions  are:  Which  psychiatric  diagnostic 
groups,  with  what  associated  medical  problems,  require  treatment  by 
mental  health  specialists,  and  which  can  be  effectively  treated  by  non- 
mental health  providers?  A research  design  which  includes  random 
assignment  of  patients  by  psychiatric  diagnostic  group  to  different 
provider  groups  for  treatment  (mental  health  specialists,  primary  health 
care  providers,  a combination  of  health  and  mental  health  providers) 
could  be  developed.  Standardized  clinical  measures  of  therapeutic 
outcome  could  be  administered  before  and  after  treatment  with  the 
amount  of  health  and  mental  health  services  used,  cost  of  care,  and 
change  in  health  status  as  the  dependent  variables. 

Alternatives  to  Current  Policy 

(a)  Federal  agencies,  such  as  NIMH,  could  give  high  priority  to 
funding  studies  which  evaluate  conjoint  health  and  mental  health 
delivery  systems. 

(b)  Studies  to  be  funded  could  include  research  to  comparatively 
evaluate  conjoint  health-mental  health  and  freestanding  settings  for 
the  provision  of  primary  mental  health  services  along  a variety  of 
outcome  measures  and  to  investigate  the  differential  mental  health 
skills  of  health  and  mental  health  providers,  as  outlined  above. 


ISSUES:  What  Are  Alternative  Funding  Mechanisms  for 
Supporting  the  Delivery  of  Primary  Mental  Health 
Services  as  Part  of  Primary  Health  Care  in  NHCs  Prior  to 
National  Health  Insurance  and  as  Part  of 
National  Health  Insurance? 


As  mentioned  above,  NHCs  have  been  located  primarily  in  low- 
income  and  working-class  neighborhoods  and  have  survived  fiscally  on  a 
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combination  of  three  major  funding  sources:  grants,  donations,  and 
patient  and  third-party  fees.  A few  early  centers  had  substantial  initial 
Federal  grants  from  OEO,  and  others  received  operating  funds  from 
DHEW’s  BCHS  330  monies,  other  sources  of  variable  P’ederal  support 
included  Child  and  Youth  Grants,  Title  XX  monies,  and  occasional 
contracts  for  evaluation  efforts.  City  and  State  governments  have  also 
made  contributions  to  NHC  budgets,  either  through  direct  appropria- 
tion of  funds  or  through  donation  of  health  service  providers,  space,  or 
supplies.  CMHCs,  usually  jointly  funded  by  Federal  and  State  or  county 
dollars,  have  also  helped  support  the  mental  health  services  in  many 
NHCs  through  either  the  joint  endeavor  or  CMHC  outpost  models 
detailed  earlier.  In  some  areas,  private  institutions,  such  as  teaching 
hospitals  and  academic  centers,  have  donated  services,  clinicians, 
supplies,  and  some  of  the  overhead  costs.  Other  contributions,  not  the 
least  of  which  have  been  from  interested  neighborhood  citizens  and 
volunteers,  have  added  to  the  donated  portion  of  the  resource  pool. 

Although  limited  by  the  low  incomes  of  most  users  of  NHCs,  direct 
fee-for-service  payment  by  patients  contributes  to  funding.  In  Massachu- 
setts, a $500  per  year  minimum  mental  health  outpatient  benefit  as  part 
of  any  health  insurance  plan  was  mandated  by  State  law,  and,  since  it 
went  into  effect  in  January  1976,  private  insurance  has  also  played  an 
increasing  role  in  NHC  funding.  Public  third  party  payers,  such  as 
Medicare  and  Medicaid,  have  provided  limited  payments  for  limited 
services  for  limited  segments  of  the  NHC  population  (primarily  the 
elderly  and  nonworking  poor).  The  BHHC  studies,  however,  show  that, 
at  the  current  level  of  private  and  public  coverage  for  its  low-income  and 
working-class  citizens,  fees  from  all  these  sources  pay  for  only  42  percent 
of  the  costs  associated  with  providing  their  comprehensive,  coordinated 
mental  health  services  and  that  many  of  the  services  specifically  helpful 
and  useful  in  a conjoint  health-mental  health  setting  are  not  reimbursed 
at  all. 

Only  direct  treatment  services  are  currently  reimbursable  under  any  of 
the  above  insurance  mechanisms.  In  Massachusetts,  private  insurers  pay 
for  outpatient  services  for  a defined  mental  illness  when  provided  by  a 
psychiatrist,  primary  physician,  or  licensed  psychologist  up  to  the  $500 
per  year  per  patient  minimum  set  by  State  law,  at  a rate  per  visit 
determined  by  the  NHC’s  institutional  profile.  Similarly  direct  treat- 
ment services  for  that  small  proportion  of  the  destitute  poor  who  are 
eligible  for  Medicaid  benefits  in  Massachusetts  are  reimbursed  at  a rate  of 
$30  per  visit  for  the  first  12  visits.  Case  review  and  prior  agreement  by 
Medicaid  on  the  need  for  continued  treatment  must  be  obtained  for 
further  reimbursement.  At  times  within  the  last  few  years  these  benefits 
have  been  cut  oft  for  unemployed  persons  due  to  the  fiscal  state  of  the 
Commonwealth  ol  Massachusetts.  Nonreimbursed  indirect  services 
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curremly  include  all  ihe  consultative,  coordinating,  collaborative,  and 
public  health  efforts  of  NHC  care  providers  enumerated  above. 

The  viability  of  this  integrated  mode  of  service  delivery  is  very 
dependent  on  the  design  of  fiscal  mechanisms  which  supjxtrt  coordinat- 
ed rather  than  fragmented  health  care.  Two  levels  of  discourse  are 
neces.sary  to  review  funding  options.  I'he  first  is  focused  on  mechanisms 
available  under  current  funding  patterns  (or,  “what  to  do  until  national 
health  insurance  comes’’),  and  the  second  is  focused  on  possible  funding 
mechanisms  under  a national  health  insurance  (NHl)  plan. 


Prenational  Health  Insurance  Alternatives  to  Current 
Policy 

Subissue:  Governmental  funding. 

It  is  clear  that,  until  the  implementation  of  National  Health 
Insurance,  a major  Federal  input  of  funds  will  continue  to  be  needed  to 
support  NHCs.  Even  with  these  monies,  existing  funding  mechanisms 
specifically  omit  many  of  the  uniquely  helpful  indirect  services  which 
can  coordinate  health  and  mental  health  care  within  an  NHC.  Some  of 
these  services  could  be  partially  supported  by  the  allocation  of  CMHC 
resources  to  NHCs  (e.g.,  coordinating  care,  day  treatment  for  chronically 
ill  patients,  extra  NHC  consultation,  community  education,  evaluative 
research,  training,  and  prevention).  A clearer  mandate  to  CMHCs  to 
provide  services  and  allocate  resources  through  the  NHC  and  other 
primary  health  care  delivery  sites  within  its  catchment  could  increase  the 
resources  of  the  NHC  delivery  system. 

Alternatives  to  Current  Policy 

(a)  Federal  BCHS  monies  to  existing  NHCs  could  be  increased  to 
specifically  support  the  development  and  coordination  of  mental 
health  services  within  each  NHC. 

(b)  Federal  capitation  grants  could  be  made  directly  to  NHCs,  or  to 
CMHCs  for  their  NHCs,  following  the  precedent  of  the  1975 
Consultation  and  Education  subsidies  for  CMHCs  contained  in  P.L. 
94-63,  to  cover  the  indirect  service  costs  of  coordinating  health  and 
mental  health  care. 

(c)  Legislation  could  be  enacted  which  mandates  that  a defined 
percentage  of  the  annual  national  appropriation  for  CMHC  programs 
be  earmarked  by  NIMH  for  direct  and  indirect  service  delivery  through 
NHC  primary  care  settings.  A less  preferable  alternative  would  be  to 
mandate  that  a defined  percentage  of  the  annual  budget  of  each 
CMHC  be  earmarked  for  these  purposes. 

(d)  Large-scale  incentives,  similar  to  but  of  greater  scope  and  duration 
than  the  pilot  program  previously  mentioned  to  link  CMHCs  and 
NHCs,  could  be  offered  on  a national  scale  to  promote  coordination  of 
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services  between  care  levels.  Such  grants  would  be  favorably  received 
by  the  already  fiscally  strapped  CMHCs  if  paired  with  the  above 
mandate  (c)  which  further  decreases  their  funds  through  allocation  of 
a certain  percentage  to  NHC  delivery  systems. 

(e)  Legislation  could  also  be  written  to  provide  appropriate  monetary 
incentives  for  CMHCs  to  sponsor  community  efforts  organizing 
coordinated  health  and  mental  health  services  in  those  areas  in  which 
NHCs  do  not  already  exist. 

Subissue:  Third  party  funding. 

Third  party  payers  could  follow  the  example  of  an  experiment  by  the 
Medicaid  program  in  Massachusetts  in  which  context  of  care,  that  is,  a 
conjoint  health-mental  health  setting  with  an  appropriate  mix  of 
doctoral  and  nondoctoral  level  providers  and  supervisory  personnel, 
could  receive  reimbursement  for  direct  mental  health  treatment  services 
provided  by  nonphysicians.  Under  this  plan,  treatment  by  mental  health 
professionals  with  Master’s  degrees  and  at  least  2-years  experience  is 
reimbursed  within  the  NHC  context.  In  addition,  the  scope  of  insured 
coverage  could  also  be  broadened  to  pay  for  indirect  services. 


Alternatives  (continued) 

(f)  Using  the  Massachusetts  Medicaid  “experiment”  as  a guide,  public 
and  private  third  party  insurers  could  work  out  arrangements  to 
reimburse  the  services  of  qualified  nonphysician  mental  health 
providers  in  NHCs  which  provide  the  correct  administrative  and 
supervisory  context. 

(g)  Both  private  and  public  insurers  could  be  mandated  to  extend 
their  mental  health  benefits  to  cover  both  direct  and  indirect  services. 
Alternatively,  third  party  payers  could  add  a fixed  percentage  onto 
their  current  direct  service  reimbursements  to  cover  those  indirect 
services  essential  for  coordinated  health  care. 

Unfortunately  the  implementation  of  many  of  these  recommendations 
will  be  difficult  under  the  current  fiscal  stringency  at  the  Federal,  State, 
and  municipal  levels,  and  the  persistent  unwillingness  of  private 
insurers  to  offer  coverage  and  benefits  for  even  direct,  let  alone  indirect, 
mental  health  services  and  costs. 


National  Health  Insurance  Alternatives  to  Current  Policy 

(a)  Long-term  funding  will  be  related  to  the  shape  of  the  NHI  plan 
eventually  to  be  adopted.  Under  any  system  of  NHI,  questions  will 
have  to  be  answered  concerning  benefits  for  mental  health  services  to 
determine  what  benefits  should  be  offered,  to  whom,  for  what  services, 
in  what  context,  and  under  what  payment  mechanisms.  Alternative 
answers  to  these  questions  regarding  the  NHC  as  a provider  of  mental 
health  services  are  reviewed  below. 
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Subissue:  What  services  should  be  reimbursed  in  ihe 
NHC  site,  and  what  should  be  the  extent  of  benefits  for 
these  services? 

Alternatives  to  Current  Policy 

(a)  The  NHC  should  be  able  to  receive  reimbursement  for  providing 
those  services  most  relevant  in  the  primary  care  setting.  These  could 
include  payment  for  primary  mental  health  services  (delineated  above 
as  diagnostic  and  problem  evaluation,  crisis  intervention,  time- 
limited  therapies,  psychoactive  medication  prescription,  family 
therapies,  individual  and  group  psychotherapy,  long-term  followup 
of  deinstitutionalized  or  chronically  ill  patients),  consultative  and 
collaborative  efforts  with  primary  health  providers  which  facilitate 
coordinated  rather  than  fragmented  health  care,  and  coordination  of 
mental  health  care  between  NHC  and  CMHC  delivery  sites  to 
facilitate  continuity  of  mental  health  care. 

(b)  Unlimited  coverage,  subject  to  periodic  review,  could  be  provided 
for  diagnostic  services,  direct  and  indirect  treatment  services  for 
patients  with  a diagnosis  of  chronic  psychosis,  and  care-coordinating 
indirect  services. 

(c)  Treatment  services  for  patients  with  a nonpsychotic  diagnosis  also 
could  be  covered  on  a time-limited  basis. 

(d)  NHI  could  directly  fund  primary  prevention,  community 
education,  training,  and  research  services  as  discrete  services  which 
make  critical  contributions  to  the  setting’s  total  service-providing 
capacity.  Alternative  mechanisms  to  fund  these  important  nontreat- 
ment services  are  delineated  below. 

Subissue:  What  providers  should  be  eligible  to  receive 
these  benefits  within  what  care  contexts? 

Alternatives  (continued) 

(e)  NHI  plans  could  recognize  both  the  appropriateness  of  team 
provision  of  service  within  the  primary  care  setting  and  the 
acceptability  and  helpfulness  of  nonphysician  mental  health  profes- 
sionals (nurses,  social  workers,  psychological  counselors)  and 
indigenous  nonprofessionals  as  caregivers  at  the  neighorhood  level  by 
reimbursing  them  in  addition  to  doctoral  level  providers  when  the 
former  are  under  the  direct  supervision  of  the  latter  within  an 
organized  health  care  context.  This  might  include,  as  in  the 
Massachusetts  Medicaid  "experiment,”  all  Masters-level  providers 
wdth  defined  amounts  of  experience  in  mental  health  care  with 
sup>ervision  by  experienced  doctoral  level  providers. 

(f)  If  attempts  to  cover  payment  of  nonphysicians  in  such  organized 
health  care  contexts  under  a fee-for-service  component  of  NHI  are 
attempted  but  unsuccessful  due  to  political  considerations,  the  work 
of  such  essential  nondoctoral  providers  could  be  reimbursed  under 
prospective  budgeting  or  capitation  mechanisms. 

(g)  The  context  of  an  organized  setting  that  offers  a variety  of  health 
and  mental  health  services  which  specifically  include  the  indirect 
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services  of  outreach,  prevention,  community  education,  and  consulta- 
tion in  addition  to  direct  treatment  services  could  be  a necessary 
precondition  for  the  reimbursement  of  nondoctoral  level  providers, 
since  the  latter  are  uniquely  helpful  in  providing  some  of  these  public 
health-oriented  services. 

(h)  An  additional  requirement  of  the  care  context  which  warrants 
reimbursement  of  nondoctoral  providers  could  be  that  it  must  be  a 
full-time  component  of  the  NHC,  so  that  its  services  are  available  to 
health  providers  to  optimally  coordinate  care. 

Subissue:  What  should  be  the  mechanisms  of  payment 
possible  under  NHI? 

The  multiple  payment  alternatives  and  their  effects  on  NHC  mental 
health  service  delivery  are  as  follows: 

Fee-for-service. — A fee-for-service  mechanism,  which  will  probably  be 
used  for  independent  physician  providers,  could  easily  be  applied  to 
direct  treatment  services  provided  in  the  NHC.  Fee-for-service  standards 
could  also  be  devised  for  some  indirect  services  based  on  provider  time 
(e.g.,  number  of  minutes  in  consultation  to  or  collaboration  with  a 
health  provider,  time  spent  in  communicating  and  coordinating  care 
between  the  NHC  and  CMHC,  sessions  of  prevention  group  programs), 
and  some  of  these  services  could  be  billed  to  the  individual  patient  when 
they  are  an  essential  part  of  his  care.  Other  indirect  services,  such  as 
training,  research,  and  administrative  costs,  would  be  hard  to  reimburse 
under  such  a system  because  of  the  difficulty  in  attributing  cost  to 
particular  patients. 

Prepaid  capitation. — Through  greater  definition  of  their  treatment 
population  by  either  using  their  geographic  population  as  a denomina- 
tor or  active  enrollment  to  be  eligible  for  service,  NHCs  could  receive 
prepaid  capitation  monies  based  on  the  yearly  cost  of  direct  and  indirect 
mental  health  services.  Such  a system  would  provide  fiscal  flexibility  so 
that  chronic  and  infrequent  users  or  service  offset  each  other,  encourage 
economical  use  of  direct  services,  and  help  define  those  indirect  services 
which  most  economically  lead  to  the  most  efficient  use  of  the  health 
system;  e.g.,  if  a single  mental  health  visit  decreases  use  of  general  health 
services  for  a significant  portion  of  the  population,  as  suggested  by  the 
BHHC  study,  it  would  be  economically  advantageous  in  a prepaid, 
capitated  system  to  provide  such  mental  health  services;  if  screening 
efforts  pick  up  early-stage,  less  expensively  treated  disease  which  the 
prepaid  system  is  responsible  for  treating  at  a later,  more  costly  stage, 
such  services  also  would  be  advantageous. 

Prospective  Budgeting. — The  total  costs  for  covered  services  within  a 
defined  future  period  (a  budget  year)  could  be  estimated  and  paid  to  the 
NHC  in  monthly  installments  to  make  up  the  nonreimbursable  portions 
of  direct  and  indirect  costs.  This  mechanism  is  already  in  use  in  second 
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and  third  level  ol  care  settings  for  Medicare  and  Medicaid  payments  and 
has  a g(K)d  chance  of  being  expanded  in  the  future  under  NHl.  rndei 
this  system,  indirect  as  well  as  direct  service  costs  could  lx- estimated  and 
deemed  ser\  ices  could  be  covered  and  added  into  the  prospective  budget. 

(iovernmeutal  subsidy. — Government  grants  for  the  indirect  services 
of  research,  evaluation,  and  training  could  be  expanded  through  new 
mental  health  or  community  health  services  legislaticjn.  Following  the 
precedent  of  the  Consultation  and  Education  section  of  the  1975  CMHC! 
Amendments,  capitated  grants  could  be  made  available  for  consultation, 
community  education,  care  coordination,  evaluation,  research,  preven- 
tion, and  training.  Included  are  all  services  unlikely  to  be  paid  for 
through  fee-for-service.  Although  it  might  be  more  feasible  for  several  of 
these  services  to  be  covered  under  a prospective  budgeting  plan,  it  is  less 
likely  that  research  and  evaluation  efforts  or  training  costs  will  be  seen  as 
health  services,  and  they  are  much  more  likely  to  remain  dependent  on 
direct  governmental  grants  or  be  considered  as  part  of  overhead 
administrative  cost. 

Alternatives  (continued) 

(i)  A variety  of  these  payment  mechanisms  could  be  available  under 
NHI  to  pay  for  different  aspects  of  NHC  mental  health  costs. 
Prospective  budgeting  is  a desirable  method  to  cover  NHC  direct 
treatment  and  indirect  coordinating  service  costs,  while  governmental 
subsidy  may  continue  to  be  required  for  evaluation  research  and 
training  costs. 
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Chapter  V 

Concluding  Recommendations 


In  conclusion,  we  make  the  following  three  recommendations: 

A.  National  policy,  as  embodied  in  Federal  health  services  program 
legislation,  government  and  private  health  financing  programs,  and 
national  health  insurance  funding  plans,  should  encourage  and 
fiscally  support  further  development  of  Neighborhood  Health 
Centers  and  other  relevant  population-based  settings  which  provide 
mental  health  services  as  a coordinated  part  of  primary  health  care. 

B.  National  policy,  as  embodied  in  Federal  health  services  program 
legislation,  government  and  private  health  financing  programs,  and 
national  health  insurance  funding  plans,  should  encourage  and 
fiscally  support  those  indirect  services  which  facilitate  coordination 
rather  than  fragmentation  of  primary  health  and  mental  health  care 
and  outreach  into  the  community  to  increase  citizen  accessibility  to 
and  acceptance  of  necessary  mental  health  services. 

C.  National  policy,  as  embodied  in  Federal  health  services  program 
legislation,  government  and  private  health  financing  programs,  and 
national  health  insurance  funding  plans,  should  support  needed 
professional  training  in  and  critical  evaluation  research  about 
Neighborhood  Health  Centers  and  other  conjoint  health  and  mental 
health  primary  care  settings. 
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